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VAGINAL PTOSIS: SURGICAL TREAT- 
MENT.* 
ELMERGREEN, M. D., 
MILWAUKEE, WIS. 


The generic term vaginal ptosis is somewhat un- 
fortunate in its unrestrictiveness. It is impossible 
to cover in one brief paper the many causes opera- 
tive in diminishing the unit-strength of the female 
pelvis. 

From all over the medical world there comes a 
spontaneous demand for more and better reparative 
work. We must hark back to our early masters— 
our Sims and Emmet. 

This is the age not only of preventive medicine, 
but also of preventive surgery. “A stitch in time 
saves nine” is only too true in gynecology. Repair 
the cervix and you often prevent a prolapsed or 
even cancerous uterus; repair the perineum and you 
frequently prevent displacements and rectocele; re- 
pair the anterior vaginal wall and you prevent 
cystocele with its train of neurasthenic symptoms. 

It is the latter condition—relaxation of the ante- 
rior vaginal wall—that I purpose to emphasize in 
this paper. I believe that we can permanently bene- 
fit our patient suffering from vaginal ptosis by 
adopting a technic, both simple and logical, and 
at the same time so grateful in end-results that no 
surgeon needs to hesitate in holding out renewed 
hope to his gynecic neurasthenics. 

To those of us who have spent some time in the 
dissection of the female perineum, the text-books 
on anatomy offer but little comfort. We look in 
vain toward Gray, Holden, or even Piersol, for a 
full and correct description of the structures and 
anatomic architectures of the female perineum. 
Thus Gray fills in several pages in describing the 
male bladder, but he dismisses the female bladder 
with one short paragraph. Our text-books on sur- 
gical anatomy, particularly Deaver’s and Thomson’s 
sections in Morris’ Anatomy, however, are more 
complete in the description of the female perineum, 
and I am much indebted to these able treatises for 
my work along these lines. 

Both the anatomists and the surgeons of to-day 
are divided in their respective conclusions as to the 
~ *Read before the Wisconsin State Medical Society, June 7, 1911. - 


different factors that keep the internal viscera in 
place. Is gravity and intra-abdominal pressure 
overcome by suspension or by support? That is the 
basic question for the surgeon to consider. It is 
wholly a mechanical question. Whatever operative 
technic you may advance for ptosis of the internal 
viscera or vaginal cystocele must logically square 
with your mechanical theory as to the normal forces 


that keep the abdominal organs in place. This 


might strike you as elementary, and yet you would 
be shocked were you to review the literature of the 
operative technic advocated by some surgeons as 
a cure of cystocele, and compare this with their re- 
spective theories of the normal retentive forces of 
the abdominal organs. 


If Goffe is correct in his conclusions that the 
bladder and uterus are held in place by ligaments 
regardless of all lateral or floor support, then every 
operative procedure having for its basic principle 
the strengthening of the lateral and floor support 
must ultimately fail. Per contra, if displacement 
of the bladder or uterus is prevented or overcome, 
either in part or in whole, by strengthening the 
lateral and floor support of these organs, then the 
only rational surgical treatment of cystocele, either 
with or without decensus uteri, means the anatomic 
repair of the perineum and the physiologic repair of 
the anterior vaginal wall. 

Our foremost anatomists, including Tandler, as 
well as the late Zuckerkandl, have repeatedly 
warned the surgeon against suspension or per- 
manent fixation in dealing with displaced internal 
organs. We know that the fixed organ, be it the 
kidney, the omentum, the uterus or the bladder, is 
not only more subject to the dangers from trau- 
matism, but is also frequently a source of dragging 
pains. 

The whole economic system of the arrangement 
of the internal organs and the permanency and 
stability of their location appear to depend on the 
mutual mobility of all these respective organs. The 
free, gliding movement of one organ on its nearest 
neighbor ; yes, even the suspension of one movable 
organ from another movable organ seems to be the 
rule in the arrangement of the abdominal viscera. 

Reasoning from this well-known anatomic ar- 
rangement and economic fact, many of our sur- 
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geons are inclined toward the belief that suspension 
alone is sufficient to keep an organ in place; that 
whenever there is a hernia, a displacement, a pro- 
lapse or ptosis of any of the internal organs, the 
fault lies solely in some defective suspension ar- 
rangement. Nor were these surgeons much in the 
wrong as the brilliant end-results of Kelly, Wert- 
heim, and later, Watkins could attest. In my own 
operation for vaginal hysterectomy, as some wiil 
perhaps remember, I prevent cystocele by suspend- 
ing the bladder from the stumps of the broad liga- 
ments by suturing the vesico-uterine septum to 
these stumps and thus form a new pelvic floor. 
Thus I make use here of the principle of suspen- 
sion. 

However, neither anatomic suspension nor sur- 
gical fixation is always sufficient to keep some 
organs in place. Lateral and floor support is equally 
essential in maintaining the relative positions of the 
abdominal organs. But for the lateral support of 
the strong abdominal muscles and the non-elastic 
fascia, general abdominal ptosis or enteroptosis, 
would be the normal type. And it is equally true 
that but for the structural arrangement of the 
female perineum, uterine prolapse, cystocele and 
rectocele would be considered physiologic instead of 
pathologic. 

Now, while bearing these premises carefully in 
mind, let us for a moment examine the normal fe- 
male perineum and ask ourselves why the uterus, 
which can readily be pulled down, yet on the release 
of the volsellum resumes its normal anteflexed posi- 
tion high up in the pelvis; and why the rectum and 
the bladder do not crowd down into the vagina. In 
other words, let us study anatomy in order to 
understand pathology. We must understand the 
normal in order to discern what is abnormal. 

The female perineum in the human species is 
often subject to strains wholly out of proportion to 
the structural arrangement and unit-strength of the 
tissues that enter into its formation. We have here 
a large shifted-square space perforated by three 
openings and yet constantly subjected to the entire 
weight of the abdominal viscera, to which only too 


often is added an excess of intra-abdominal pres- . 


sure. 

More than that, the calls of nature frequently 
subject this perforated lozenge space to a muscular 
pressure of many pounds to the square inch, while 
during the second stage of even a normal labor the 
strain is so enormous that the strong sphincters and 
inner fibers of the pubo-rectalis and ilio-coccygeus 
are often ruthlessly torn, the anterior and lateral 
vaginal walls stretched beyond spontaneous re- 


covery, the deeper fascia severely damaged, with a 
resultant general pelvic ptosis of all the genital and 
urinary organs. In the animal these conditions do 
not obtain. True, we have straining and intra-ab- 
dominal pressure here the same as in woman, but 
the moment pressure is released the principle of 
gravity becomes operative and the organs of the 
animal will resume their normal position, supported 
by limiting walls that are free from natural perfora- 
tions. 

Had I the time and you the patience and inclina- 
tion, I could easily satisfy you that there are no in- 
herent defects or points of weakness either organic- 
ally or structurally, in the female perineum that 
nature has not abundantly provided for if only the 
upright position of man could be abandoned for the 
all-four position. Man began to walk on his hind 
legs before the laws of evolution had time properly 
to adjust his anatomy to the dangers and exigencies 
of this newly acquired habit. But, as there is no 
immediate likelihood that man will resume his 
arboreal manner of living it falls upon the surgeon 
to remedy as far as possible the disastrous injuries 
due to traumatism, straining and posture to which 
the female perineum is hourly subjected. 

There are only a few of the structures that fill 
the outlet of the female pelvis that the surgeon must 
consider ‘in looking for the causes and proper 
remedy of cystocele. All the soft structures may be 
dismissed, as one cannot support the bladder with 
mucous membrane or skin, nor, in the absence of 
good support, permanently suspend it by attaching 
it to another mobile organ. 

The three openings of the female perineum are 
enclosed by sphincter muscles. Back of the sphinc- 
ter muscles of the vagina and rectum lies the 
perineal body which is one of the most important 
structures in maintaining the integrity of the 
perineum. The perineal body is a wedge-like mass 
of fibro-elastic and muscular tissue. The apex 
radiates from the triangular ligament and the base 
is extended outward. This mass of strong tissue 
not only forms a secure cushion for the anterior 
wall of the vagina to rest upon and thus overcome 
the tendency to cystocele, but it keeps the rectum 
in place, and, what is perhaps most important, it 
diverts the perpendicularity of the vagina and thus 
prevents prolapse of the uterus. From a study of 
inguinal hernia you have perhaps arrived at the 
conclusion that the more oblique a canal is the less 
danger is there of hernia, and, per contra, the more 
perpendicular the canal, the greater the danger of 
hernia. This principle applies with equal force to 
the slant of the vagina, 
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The two layers of the triangular ligament blend- 
ing with the fibrous coat of the vagina toward the 
front, with the ischio-perineal ligaments on the 
sides, and with the perineal mass posteriorly, is 
another important structure that maintains the in- 
tegrity of the female perineum. White, of Savan- 
nah, demonstrated some years ago that if the fibrous 
coat of the anterior vaginal wall, or to be more ex- 
plicit, the white line which laterally supports the 
bladder, be cut across, the vagina falls down and 
forms a cystocele independent of the weight of the 
bladder. White takes advantage of this anatomic 
fact m his modified method of anterior col- 
porrhaphy, and claims good results. For us it is 
sufficient to remember that the perineal body, the 
sphinctors and pubo-rectalis and ilio-coccygeus 
muscles—the former loosely playing back and forth 
on the urogenital trigone—the two layers of the tri- 
angular ligament, and the anterior fibrous coat of 
the vagina, are all vital structures in maintaining the 
integrity and proper anatomic relationship of the 
pelvic organs. 

The support that a fully restored perineum is 
capable of giving to relaxed and drawn out pelvic 
ligaments should never be underestimated. I firmly 
believe that the restoration of the relaxed or torn 
perineal body, if followed by proper post operative 
rest will alone be sufficient in many cases to over- 
come prolapse, rectocele and cystocele by giving 
rest to the weary suspensory ligaments, and per- 
mitting them to recover their former integrity and 
resiliency. 

The factors that enter into the causes of cystocele 
were carefully touched upon in my review of the 
anatomy of the pelvis. But let me emphasize this 
fact: An organ so loosely attached to surrounding 
tissue as is the bladder, and daily subjected to great 
variations in size cannot maintain its own relative 
position when deprived of the support of the sur- 
rounding organs. 

The diagnosis needs only be mentioned here. 
Vaginal cystocele cannot be mistaken from any 
other condition. Dr. Henry O. Marcy, however, 
draws a distinction between vaginal cystocele an: 
vaginal hernia by limiting the former to a simple 
relaxation of the anterior vaginal wall, and using 
the latter term only when there is present a rupture 
of any portion of the strong fascia of the upper 
perineum. To my mind this is a distinction of de- 
gree only and should be dropped. 

The symptoms are so well known to the suffering 
patient and attending physician that they need only 
to be capitulated here. At first there is difficulty 
and moderate pain in some instances in passing 


water. There is present an inability to empty the 
bladder completely owing to the mechanical fact 
that the base, forming as it does the cystocele 
pouch, is so much lower than the external meatus. 
This defect gives rise to decomposition of the 
residual urine, which in turn causes the frequency 
of urination, vesical tenesmus, cystitis, and in not a 
few instances, adhesions may form in the pelvic 
peritoneum surrounding the bladder which makes 
its replacement very difficult. 

Not so very many years ago Ahlfelt told us that 
the permanent cure of cystocele still remained an 
unsolved problem in plastic gynecology. Since then 
many plastic operations for vaginal hernia have been 
devised, all more or less dependent on the origina- 
tor’s different ideas of the normal axes of the 
vagina and bladder, and of the anatomy and 
physiology of the female perineum. It may per- 
haps surprise you to hear that Paul Munde once 
wrote that all his operations for cystocele ended in 
failure and that he had abandoned operating for 
such conditions. Statements like these coming 
from well-known gynecologists undoubtedly delayed 
any material progress in the operative technic of 
plastic gynecic work. 

Geardin, in 1823, was the first surgeon that pro- 
posed the denudation of the anterior wall of the 
vagina and subsequent suturing of the edges for 
the purpose of lessening the caliber of the vagina. 
Dieffenbach, a few years later, put this theory into 
practice and was successful with a lateral ely- 
trorrhaphy. A quarter of a century later J. Marion 
Sims rediscovered this early pioneer plastic work 
and became moderately successful in effecting per- 
manent cures in many cases of cystocele. Both 
Sims and Emmet worked along the lines of lessen- 
ing the caliber of the vagina only. 

In 1889, Hadra, of Texas, published his article on 
Vaginal Prolapse and Cystocele in the American 
Journal of Obstetrics. Hadra’s technic practically 
opened a new field in plastic gynecology. It was 
simple and effective, and his results were per- 
manent. He incised the anterior vaginal wall from 
the meatus of the urethra to the cervix, detached 
the bladder from the uterus in the front and from 
the vagina laterally, and then sutured the anterior 
vaginal wall to the anterior portion of the cervix. 
Saenger soon after adopted Hadra’s principle, also 
with good success. Later Dihrssen, Goffe and 
Stone, of Washington, did much good work along 
this line, all depending more or less for their suc- 
cess on the fixation of the anterior vaginal wall to 
the uterus. Watkins, Mackenrodt and many of the 
younger gynecologists have extended Hadra’s 
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principle to serve them in cases of severe prolapse 
of the uterus with cystocele. Their technic lies in 
entering the peritoneal cavity anteriorly to the cer- 
vix, bringing the fundus of the uterus forward, 
burying it in the anterior wall of the vagina, and 
thus reversing the normal anatomy by having the 
uterus lie below the bladder serving as a cushion 
for the bladder. 

My success in bringing permanent relief to pa- 
tients suffering from cystocele with general fullness 
of the vagina and prolapse of the vaginal walls has 
been so uniform and gratifying that I must beg of 
you not to permit my frankness and apparent 
egotism to influence you adversely in studying and 
adopting these methods. 

No plastic operation on the female perineum or 
anterior wall of the bladder should ever be out of 
proportion in technical difficulty or in the infliction 
of traumatism to the remote dangers and physical 
discomforts caused by the malady. We should al- 
ways adopt our plastic work on the female perineum 
and pelvic organs to the anatomic or pathologic 
variations from the normal. 

In women that have borne no children and suf- 
fered no other traumatism to the perineum, the 
small, soft tumor filling the anterior orifice of the 
vagina only needs our attention. This tumor is a 
pouch of the base of the bladder due to a relaxation 
of the elastic coat of the anterior vaginal wall. Very 
frequently there is no accompanying prolapse of 
the uterus in these cases. The inability to empty 
the bladder completely and the decomposition of the 
residual urine make chronic invalids out of many 
of these sufferers. The cure in these cases is wholly 
based on mechanical principles, and the relief is 
uniformly grateful in end-results. 

Technic. Prepare the patient as for vaginal 
hysterectomy. Place her in the extreme lithotomy 
position. By means of four guiding points deeply 
denude an oval space over the presenting cystocele. 
Keep a sound in the bladder and thus avoid injury 
to that organ. Make the denudation deep. enough 
to reach the strong elastic coat. Bring the edges 
together in a horizontal line with chromicized cat- 
gut sutures. In introducing the sutures pick up a 
little of the denuded space to avoid dead space 
under the line of sutures. The Stoltz’s purse- 
string suture, while possessing no advantages over 
the horizontal suture, tends to pucker the base of 
the bladder, and for that reason I shall discard it. 
» In cystocele of the second degree, generally due 

- to child-birth, there are a laceration of the perineum 
more or less complete, relaxation of the supports 
above, with a tear of the strong fascia of the an- 


terior vaginal wall. In addition there are a large 
somewhat prolapsed uterus with perhaps a torn 
cervix. What is your technic here? Do you be- 
lieve with Goffe and Stone in opening the woman 
from above to shorten the uterosacral ligaments, and 
then go in from below and free the bladder from 
the uterus and sew the anterior wall of the vagina 


to the front of the uterus? I do not. Nor do 1» 


think that these major operative procedures are at 
all necessary to effect a cure. A laparotomy com- 
bined with extensive vaginal denudation necessi- 
tating many stitches may have possible results 
wholly unwarranted in a simple reparative opera- 
tion. It is often necessary to enter the peritoneum 
both from above and from below in order to remove 
a malignant tumor, but I am unable to persuade my- 
self that we should resort to this technic in our 
plastic gynecic work. 

My operative procedure for the relief of these 
patients is simple, and invariably successful. Very 
poor patients without the means of hospital care, or 
those suffering from unwarranted fears of the hos- 
pital, I have frequently operated on at their homes 
with good success. I[ prepare the patient as men- 
tioned above and place her in the same position. 
By liberally cutting away all cicatricial tissue I re- 
pair the cervix, reducing it to its normal size. In 
some instances my repair here amounts to a virtual 
amputation of the cervix. Curettement as a pre- 
liminary measure is seldom necessary as the sub- 
involuted uterus will take care of itself once you 
remove the cause. The torn perineal mass with 
edges retracted is next repaired by a deep V-incision 
and subsequent horizontal suture. No tissue is re- 
moved. If sphincters are torn the ends are found 
and brought together. It is not absolutely necesary 
that you bring the layers of the deep tissue together 
in their anatomic order, but it is of the utmost im- 
portance that you restore the thick wedge-shaped 
perineal mass to its former structural shape—the 
wedge with the base downward. You cannot do 
this by making a denudation perineorrhaphy, but 
you always succeed in doing this by the V-incision 
method. The venous bleeding here often compels 
you to use deep buried sutures, although I always 
recognize this as a great handicap, as, in spite of 
every care, you will sometimes get suppuration in 
this region. Use through and through silkworm 
gut sutures—picking up the layers one by one— 
skin, fascia, muscles and perineal body—whenever 
you can do this. Lightly pack the vagina and seal 
the line of sutures with a collodion dressing. Finish 
your plastic work by an anterior colporrhaphy as 
described above, and put your patient to bed. Per- 
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mit her to pass water in the knee-chest position 
after two or three days of catheterization. 

Now, what do you do when you repair the peri- 
neum? You not only give support—good sub- 
stantial support at that—to the anterior wall of the 
vagina, now restored to its normal integrity, but, 
what is even more important, you restore the 
normal slant to the vagina. The erstwhile per- 
pendicular hollow tube, so to speak, with an enorm- 
ous cervix threatening to glide downward tearing 
the anterior wall of the vagina and bladder down 
with it, is now, as if by magic, transformed into a 
collapsed, oblique canal, with narrowed external 
orifice, well supporting walls, with a bladder com- 
fortably resting on a strong anterior vaginal wall 
which, in turn, snugly rests on the now fully re- 
stored perineal wedge. The enlarged uterus which 
before the operation threatened to shoot downward 
now is rapidly resuming a normal tonicity, or nor- 
mal weight, comfortably gliding on its long axis 
crossing the axis of the vagina, meeting with good 
substantial support both of the anterior and poste- 
rior walls of the vagina. This vicarious mechanical 
support is quite sufficient to assist the tired, relaxed 
broad, utero-sacral and round ligaments and permit 
the utero-bladder-suspension economy to resume its 
normal integrity. These are not empty words but 
grateful facts for which many former invalids are 
thankful to-day. There is nothing new in my 
technic but the faith in my work and my firm con- 
viction that any of you can get equally good results 
by bearing in mind the mechanical principles on 
which the structural anatomy of the female peri- 
neum and pelvic organs is planned. 

It still remains for me to consider the surgical 
treatment of cystocele of the third degree, with 
complete procidentia, relaxed vaginal walls and 
rectocele. I have only seen such cases in women 
past the child-bearing period. Here I remove the 
uterus per vagina as I would a tumor or foreign 
body. This organ is absolutely useless in these 
cases, serving no economic purpose. Moreover, it 
is not infrequently subject to erosion, senile hyper- 
plasia and even malignant disease. The elderly pa- 
tient is better off without this organ and to my mind 
it is unprofitable to fix it into the anterior vagina! 
wall, which requires a technic far more difficult than 
its removal. After removing the prolapsed uterus 
here, I suture the utero-vesical septum to the 
stumps of the broad ligarnents, thus securing 1 
sound pelvic floor. 

I finish the operation by correcting the relaxed 
posterior wall of the vagina and rectocele by my V- 
incision perineorrhaphy as described above. 


THE PRESENT STATUS OF CONSERVA- 
TIVE WORK ON THE UTERUS, 
TUBES AND OVARIES.* 

CLARENCE REGINALD Hype, A.M., M.D., 
Assistant Gynecologist and Assistant Professor of 
Gynecology, Long Island College Hospital ; 
Chief of Gynecological Clinic, Polhemus 
Memorial Dispensary; Fellow of New 
York Obstetrical, Woman’s Hospital 
and Brooklyn Gynecological 
Societies, 

BROOKLYN, NEW YORK. 


The evolution of conservative work on the fe- 
male pelvic organs, dating from the raw attempts 
of little more than a decade ago, to the properly in- 
terpreted pathology and finished technic of the 
present, marks a distinct epoch in the history of 
pelvic surgery. 

The wholesale extirpation of normal ovaries, the 
many hysterectomies for a small fibroid and the 
enucleation of sound tubes with a cystic ovary, 
with no thought of saving, produced a reaction 
which went to the other extreme, and everything 
was then saved if possible. Useless tubes were 
subjected to salpingostomy, hopelessly cystic 
ovaries were punctured, cauterized, burned and re- 
sected. Myomectomy was popularized for any kind 
of fibroid condition, and the results, as we know 
now, were uniformly poor. They were founded 
on no sound scientific basis, our operative technic 
was crude, our findings were not correctly in- 
terpreted, nor were any tabulated statistics avail- 
able. It was pioneer work and we needed a lesson 
in pathology. Statistics then began to pour in 
from well-known operators, slowly at first but in- 
creasing in numbers, conclusively proving that 
conservative work in many instances resulted not 
only in failure to relieve symptoms, but that often- 
times symptoms were increased and secondary op- 
erations necessitated. Then came the second 
period of reaction, dating about four years ago 
when we halted, and wondered whether we were 
right in attempting conservatism in useless struc- 
tures, or whether we were doing the right kind of 
operative work. Our opinions, strengthened by 
the comparison of statistics of many operators, 
have at the present time formulated a sound work- 
ing basis, and we now know our limitations, and 
are to-day confronted with certain definite facts 
as regards the possibility of conservative work on 
the uterus, tubes and ovaries. 


*Read before the Kings County Medical Society, Jan. 16, 1911. 
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The Uterus—The question as to saving the 
uterus meets us usually in two conditions: when it 
is the seat of one or more fibroids, of whatever 
variety, and when we remove both tubes and 
ovaries which cannot possibly be saved, or when 
we remove both tubes, leaving one or both ovaries. 
With small pedunuculated intraperitoneal fibroids, 
cervical polyps, and easily operable submucous 
fibroids, our way is clear, and we get good results. 
The uterus may be left in these cases. With the 
uterus studded with fibroids, or when splitting ot 
the fundus shows small intra-mural fibroids, conser- 
vatism is not indicated, especially in women over 
forty. A few small fibroids showing on the perito- 
neal surface may be removed by a myomectomy, but 
it is my experience, and borne out by other opera- 
tors, that most of these cases run a febrile course 
afterwards, that complications are apt to follow, and 
that convalescence is slow. I have known of a case 
of intestinal obstruction following simple myo- 
mectomy for one small subserous fibroid. I need 
not say that fine needles and fine catgut, and not 
tying sutures too tightly, are essential to the 
technic. 

There is always the possibility of associated 
malignancy in fibroid cases. Bland Sutton says 
that 10 per cent. of women after the age of fifty 
who have myomata have malignant disease in con- 
junction. Cancer of the body occurs more fre- 
quently with myoma, than cancer of the cervix. 
Mayo believes that with myoma occurring after 
forty, hysterectomy is indicated. He quotes Noble 
who demonstrated in 2,274 operations for uterine 
myomata and complications that the pathological 
condition showed that in 30 per cent. of the 
cases, death would have eventually followed if the 
patient had not been operated upon. 

Stone, of Washington, D. C., on the contrary, 
does not believe that carcinoma and sarcoma are 
associated with fibroids as often as asserted by 
other writers, and gives his results. In 374 tumors 
242 were fibromyomata, 125 carcinomata and 7 sar- 
comata, but of these carcinoma and fibroma were 
associated only four times, and he further believes 
that there is “little evidence to support the theory 
that fibromyomata degenerate into sarcoma.” 

Mayo’s statistics (1,244 operations) show that 
degeneration was found in 18 per cent. of operated 
cases. Thirty per cent. had associated disease of 
tubes and ovaries. Personally I have noticed in 
operations for large fibroids that the ovaries are 
usually cystic, and if the tubes are diseased hydro- 
salpinx is most common. Mayo believes that if the 
ovaries are in a condition to require removal and 


ordinarily a myomectomy could be done, it should 
not be done, but a hysterectomy instead. He ac- 
knowledges the dangers of simple myomectomy, 
such as hemorrhage, sepsis and other complications, 
and says he learned a very important point from 
Ochsner, who was visiting his clinic, namely, to 
tie the suture “just tight enough to coapt the tissues 
and stop hemorrhage and not tight enough to 
bleach them.” The idea is not new, although Mayo 
says it is a valuable contribution to surgery. 
(Gynecologists have done this for years.) While 
removing a myoma during pregnancy he suggests 
the following to control oozing from needle punc- 
ture. “Take the tip of the omentum and fasten it 
with catgut sutures as a compression pad against 
the oozing points in the suture line.” This checks 
hemorrhage and prevents intestinal adhesions. He 
further believes that the uterus should be curetted 
if a myomectomy is to be done and performed 
under direct suprapubic inspection through an in- 
cision in the anterior wall following Russell’s idea. 
He says he has in this manngr saved a uterus from 


hysterectomy which was seriously bleeding from a — 


polypus in one horn of the uterus, which had not 
been relieved by several curettements. 

Mayo has done some interesting conservative 
work with myoma which will bear close attention. 
In one case he removed a “myoma of the cervix 
larger than a grape fruit, which was impacted in 
the pelvis, and which necessitated the removal of 
the entire cervical canal from the internal os to 
a point just above the vagina.” The fundus was 
sutured to the remnant of the cervical canal and 
a perfect result secured. He believes that a pos- 
sible “objection to myomectomy lies in the danger 
of overlooking some small myoma which later will 
necessitate a second operation.” This occurred 
twice in his series. Mayo’s statistics furnish us 
food for thought, and are most valuable. One 
idea struck me forcibly. He says: “Between the 
ages of 31 to 40, when myomectomy is indicated, 
each case must be judged on its merits, and the 
wishes of the individual patient should be an im- 
portant factor in deciding the question of the type 
of operation.” 

So the question whether we hysterectomize or 
myomectomize has this position: It is best to do 
a hysterectomy with multiple fibroids, cervix 
fibroids or simple large interstitial or intrauterine 
fibroids. After 40, it is best to hysterectomize, 
owing to the danger of associated malignancy. Be- 
fore 40, myomectomize if there are small pedun- 
culated subperitoneal fibroids or small interstitital 
fibroids, not more than four and not associated 
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with hemorrhages, and particularly in young mar- 
ried women, unless the tubes and ovaries are hope- 
lessly diseased. 


Exercise due precaution to use small needles, 
fine catgut and simply coapt the tissues. Between 
20 and 40 save the uterus if it is possible, unless 
there are severe hemorrhages or there is a rapidly 
growing uterus with general fibrosis. Many women 
have small fibroids which give no disturbance and 
are not even recognized until section. It is not 
the size of the fibroid which gives symptoms, but 
its position and variety. The best conservatism 
should also take into account whether we need 
subject a woman to a section simply because she 
has a fibroid. 


In fibroids, inoperable because of associated car- 
dial or renal lesions, Mekerttschiantz advocates 
the use of mammin pohl, a preparation of a group 
of substances of the mammary gland. In his se- 
ries of 26 cases, he concludes that it controls hem- 
orrhage, regulates menstruation and positively as- 
serts that it will cause a diminution. in the size of 
the fibroids. 


The Tubes——In removing pus tubes on one side 
the cornu should be exsected. Failure to do this may 
result in cornual abscess, or ectopic pregnancy in 
the intramural portion of the tube, which has not 
been exsected. I hold a distinct opinion in pus 
tube cases: that it is not conservatism to retain 
a uterus after both tubes have been removed for 
Neisserian infection, this opinion being expressed 
at greater length in a recent paper. As there are 
always two sides to any question, so all operators 
do not share this view. Briefly stated, when two 
pus tubes are removed and the uterus left, an in- 
fected organ remains. Convalescence is slower, 
the uterus has no place in the pelvic economy, men- 
struating to no purpose, and incapable of carry- 
ing out its prescribed function, that is, pregnancy. 
Inasmuch as we can usually leave one or both 
ovaries in such a condition, we avoid the nervous 


phenomena of an artificially induced menopause, 


and at the same-time rid the woman of an abso- 
lutely useless organ. The vaginal vault can be 
effectively supported by suturing the stumps of the 
broad ligaments into the stump of the cervix, the 
canal of which has been cauterized by the actual 
cautery. I will guarantee a smoother convales- 
cence with a hysterectomy after removal of double 
gonorrhoeal salpinges than without, and am open 
to argument on the other side as to the necessity 
of retaining an infected uterus. 


Marshall, who has done much in the line of 


ovarian and uterine activity, says positively that 
ovarian activity does not depend upon the pres- 
ence of the uterus, and that the uterus alone is of 
no physiological value (without the ovaries). As 
to conserving the uterus after both tubes and ova- 
ries are removed, all authorities are agreed that 
it is useless. Clark says that the uterus is a use- 
less organ without tubes and ovaries. Reed and 
Giles also concur. Others agree that such uteri 
often cause subsequent trouble. Further, as re- 
gards conservative work on the tubes, Clark says 
that salpingostomies are only justified in old non- 
active hydrosalpinges, and that the history of most 
resected tubes is that the newly.formed ostia close 
up. Giles reports seven cases of extra-uterine preg- 
nancy following salpingostomy. And here in this 
class of cases the wishes of the patient are para- 
mount to our preference for removal of the tubes. 
If she wishes a child, or is unmarried and has a 
prospect of marriage, we should, if possible, try 
to conserve, for our records are replete with cases 
where pregnancy has occurred with only a small 
portion of ovary on one side and piece of a tube on 
the other. But if the woman has had children 
and is satisfied with the number she has, a kinked, 
convoluted and thickened tube had better be re- 
moved than saved. It has surprised me to see the 
restorative power of nature with gonorrheal tubes, © 
as I have had an opportunity to inspect three cases. 
at secondary operation. One acute pus tube which 
I opened and drained through posterior section, a 
large distorted mass, showed later on section for 
an acute appendicitis, to my amazement, a small thin 
tube only lightly adherent to the cul de sac. An- 
other case, on examination with thickened gonor- 
rheal tubes, and at first refusing operation, was 
later sectioned, after two months of treatment, 
because of extreme pelvic pain; both tubes were 
found practically normal in size, but drawn down 
behind the uterus and adherent in the cul de sac. 
Both were liberated from very light  spider-web 
adhesions, and eight ounces of olive oil left in the 
pelvic cavity, and to-day, five months after opera- 
tion she has not one symptom of discomfort or men- 
strual disturbance. Another recent case of a long, 
very large and thickened tube which I was not 
allowed to remove, as the patient insisted on hav- 
ing a tube and ovary left, was found on secondary 
operation for agonizing pain, to be almost normal 
in size, although covering a large monocystic ovary 
which at the first operation was of normal size. 


The saving of a diseased tube depends entirely 
upon the wishes of the patient as to whether she 
is desirous of maternity or not. Some tubes should’ 
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not be saved, and their saving is oftentimes a 
source of anxiety to the operator. How many 
times has an operator stopped during an opera- 
tion and either asked himself or his associate: 
“Shall I save this tube or ovary?” and hoping for 
some of the possible results of conservatism, he 
saves it, but having no knowledge of the outcome. 
A normal tube should not be removed because the 
ovary of that side is diseased. About the only 
bright side of conservatism in tubal surgery is 
where we have one normal tube and one diseased 
tube, and we remove the latter. Results in such 
cases are uniformly good. 

Salpingostomy, therefore, is justifiable only when 
the patient wishes children and where we cannot 
save the other tube. Conservative tubal work is 
young, the future may promise the saving of sup- 
purative tubes; tubes, the seat of ectopic gestation, 
and all closed tubes, however diseased. Clark sums 
up in a word the present status of conservative 
' tubal surgery: (a) Salpingostomies are disap- 
pointing and pregnancy rarely occurs. (b) A nor- 
mal tube on one side, with disease of the other, 
should be conserved, and affords good results. (c) 
Conserving macroscopically diseased tubes is un- 
satisfactory. 

Giles believes that in removal of the appendages 
on one side there is greater liability to extrauterine 
pregnancy on the other. 

Ovaries.—There is no question in conservatism in 
pelvic surgery which has elicited more interest than 
in conservative ovarian work. Where formerly we 
groped in the dark, we now proceed with confi- 
dence so far as operative technic is concerned; 
so far as results are concerned, we can guarantee 
nothing, although satisfied with the operation per 
se. At the outsét, I might venture to remark that 
conserving an ovary and resection of the ovary 
confront us as two entirely distinct propositions. 
One deals with the proper treatment of an ovary 
that has been left and not subjected to operative 
interference and properly tacked up to improve or 
restore its circulation; the other, with excising 
a portion of a diseased ovary in the hope that the 


portion allowed to remain will functionate and : 


that it will not further degenerate, for by so doing 
the symptoms will not be ameliorated and there is 
also the possibility of a secondary operation to re- 
move entirely this previously exsected ovary. Con- 
served ovaries have a better future than resected 
ones. Resection implies that the organ is diseased ; 
that is, cystic, and it further implies leaving behind 
tissue which, while macroscopically normal, is path- 
ological or micro-cystic and capable of further de- 


generation. Resection seems to lead up to fur- 
ther trouble in these cystic ovaries many times. 
In 24 personal secondary operations the portion 
which was left and of small size, had enlarged to 
a cystic ovary much larger than the size of the 
piece allowed to remain. 


No one can give any correct prognosis in regard 
to the outcome of resected ovaries. The question 
arises what kind of ovary should we resect—ova- 
ries with single large monocysts on their surface 
give good results. Here we have simple reten- 


tion cysts. Badly cystic ovaries usually do not 
give good results. Here we have true cystic de- 
generation. With one badly cystic ovary and the 


other also in the same condition, remove one and 
save the other, especially if the woman should de- 
sire a child. We save one ovary, moreover, allay 
the nervous symptoms which would follow the 
acute menopause of total ablation. 


Ovaries with corpus luteum cysts of menstrua- 
tion, and otherwise healthy, are to be left alone. 
I did remove two corpus luteum cysts of menstrua- 
tion simply to note the effect, and found that in 
each instance the succeeding menstrual period was 
skipped. It also interested me to note how much 
of the ovary was involved with one of these cor- 
pora lutea cysts of menstruation. The ovary was 
reduced after its exsection fully one quarter of its 
size. Remember that every’ ovary has on its sur- 
face physiological cysts which are Graaffian folli- 
cles maturing. These are not pathological, and 
such an ovary requires no exsection. . The operator 
should know the appearance of a normal ovary 
with a few physiological cysts on its surface, as 
compared with that of a cystic ovary. These ova- 
ries with physiological cysts used to be called cys- 
tic ovaries, and were removed. We have now 
seen a light and let such ovaries alone. A large 
edematous ovary needs no resection; its cut sur- 
face shows only a wet appearance. It is soft and 
pultaceous and not tense, like a badly cystic ovary. 
Operative work can be done during the menstrual 
period just as freely as at any other time, in the 
absence of plastic work below. I have operated a 
number of times during menstruation and found 
no congestion of internal organs, nor any freer 
hemorrhage from incised surfaces; there may be 
found a little serous fluid in the pelvic cavity. 


Pus ovaries should be removed, but in gonor- 
rheal cases, where ovaries are shelled out of an 
exudate and are apparently normal, such ovaries. 
can oftentimes be saved and usually do well. 
Nature is very kind to us in such conditions, but 
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these ovaries are, nevertheless, liable to cause 
menorrhagia or severe nervous disturbances after- 
wards. 


In all ovarian operative work, fine needles and 
fine catgut should be used. The ovary should be 
handled gently, and not bruised, and the cut sur- 
faces approximated accurately, taking care not to 
strangle the tissues by tying the sutures too 
tightly. All conservated and _ resected ovaries 
should be tacked up to the broad ligament, or pelvis, 
or the round ligament within two inches of the 
inguinal canal, as the operator elects, to improve 
their circulation, being careful not to make a twist 
in the ovarian ligament. Never conserve an 
ovary and then drop it back into the pelvis without 
regard to its position. If one does conservative 
work and takes care to follow out these directions, 
his after-results will be better. 


I do not believe in puncturing, cauterizing or 
burning cysts on the surface of an ovary. Such 
procedures are decided irritants to an already irri- 
tated organ. Exsect or conserve. I have seen one 
pus ovary, two cases of acute mania, and one 
rapidly enlarging and intensely irritated ovary, 
from simple puncture and cauterizing. 


In doing a hysterectomy, except for cancer, al- 
ways leave one or both ovaries if possible. When 
one-ovary is ablated there is a compensatory hyper- 
trophy of the other, which usually subsides in four 
weeks, according to Polak. Carmichael thinks this 
is also responsible for some of the irregular bleed- 
ings which occasionally follow conservative opera- 
tions, 


Clark says that in conserving ovaries the ability 
to diagnose pathologically while in situ is of the ut- 
most importance, and for this reason he believes 
surgeons should accustom themselves to study tis- 
sue removed with great care. 


No one can tell what a conserved or resected 
ovary is going to do. It is a difficult problem 
which sometimes confronts an operator to decide 
on conservation, resection or extirpation. I be- 
lieve every woman should be told before the opera- 
tion that if possible one or both ovaries will be 
saved; and that if conservative work or resection 
is done a secondary operation may be necessary. 

In 1901 I first brought out in an essay the ques- 
tion of the future of resected ovaries, and later, 
1907, elaborated on the same topic. Since 1gor, 
medical journals are replete with articles regard- 
ing conservative ovarian surgery. We are all 
meeting on a common ground now. We have 


definite rules to guide us and should know when 
or when not to conserve, resect or ablate. There 
are times, of course, when ablation is imperative; 
in the majority of instances it is not. And it is at 
this time that all our skill and refinement of opera- 
tive technic are called into play to secure the best 
results for our patient. 


The menstrual history after removal of one 
ovary is interesting. Patients in whom one ovary 
has been removed usually menstruate scantily and 
have an early menopause. Giles, reviewing 1,000 
abdominal sections, concludes that removal of 
one ovary causes irregularities, diminution or 
cessation of flow, in 16 per cent., and in I2 per 
cent. sexual desire is abolished or lessened. It 
is not wise then to tell a woman that she is just 
as good with one ovary as with two and that she 
will always menstruate. It does not happen to be 
a fact. Clark, in 133 operations in. which: one 
ovary was removed, showed that menstruation 


was diminished or irregular in 50. 


We are not in a position to offer satisfactory 
answers to the query “Can I become pregnant” 
after operations on the ovaries. In Dudley’s 2,168 
cases, 10 per cent. became pregnant. -In a series 
of cases which I collated from many different op- 
erators, 5 per cent. became pregnant. In Polak’s 
series, 17 out of 26 pregnancies (in a series of 
132 cases) followed the ablation of the ovary on 
one side and the resection of the opposite organ. 


CASES REQUIRING SECONDARY OPERATION. 


Reports Cases.. Secondary operations. 
I 

C. Jewett 6 


Dickinson 


Hyde (unnumbered cases ) 


And to digress, while we have practically dis- 
carded organo-therapy, the employment of lutein 
after double odphorectomy is of interest, to con- 
trol hot flashes and the nervous symptoms of the 
menopause. R. T. Frank, of New York, thinks it 
is useless, but I believe that the last word has not 
been said regarding the value of lutein as a remedy 
to furnish the needed internal ovarian secretion. 


Ovarian Transplantation.—Ovarian transplanta- 
tion has been exhaustively reviewed by Martin of 
Chicago. He believes in auto-transplantation as a 
practical operation and of simple technic, furnish- 
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ing the internal secretion, preserving sexuality and 
preventing atrophy of the genital organs. He 
argues that homo- is better than hetero-transplan- 
tation, as there is a definite antagonism between 
the blood of the tissue of one individual and that of 
another, to an ovarian graft. He takes an ovarian 
graft from the patient’s ovary and attaches it or 
imbeds it into the horn of the uterus or the broad 
ligament, the parietal peritoneum, in the muscles 
of the abdominal wall or in the subcutaneous tissue 
anywhere. Clark, on reviewing ovarian transplan- 
tation, says that most of these engrafted ovaries 
become cystic. Frank confirms this opinion. At 
the present writing little generai interest is mani- 
fested by American surgeons in this phase of con- 
servative surgery. 

To epitomize: Conservative pelvic surgery to- 
day is at a standstill, but with definite limitations. 
The last few years have taught us the value of 
statistics in operations of this character. Our 


negative results in many instances afford us posi- | 


tive information. The improvement in our opera- 
tive technic, and the recognition of the condition 
with which we have to deal, have given conserva- 
tive surgery a different status. Unless pledged by 
the patient to save something, we now know when 
to preserve or not. It would be manifestly unfair 
for an operator to myomectomize when a hysterec- 
tomy was indicated. A surgeon should know the 
indications and contra-indications. He should not 
attempt useless operations on the tubes, unless 
conditions, judged from every aspect, warrant such 
interference. His election of conserving or 're- 
secting or ablating an ovary, should not rest with 
his preference, but because the case has been 
studied, and because he is familiar with every side 
of the question. © 

Conservative pelvic surgery admits of no trifling. 

242 Henry STREET. 


Gastric ULCER. 

The dominant note in surgical pathology of the 
stomach lies in the inability of the stomach to empty 
its contents into the duodenum; we may have all 
sorts of alterations in amounts and chemical con- 
stituents of the stomach secretions; we may have 
displacements of the organ associated with enter- 
optosis, but just so long as the stomach continues 
to empty its contents into the duodenum properly, 
nutrition will not fail, and in consequence of a well- 
nourished general condition ulcer symptoms, if 
present, will be masked and fraught with greater 
difficulties of interpretation. hidenin D. Haines in The 
Lancet-Clinic. 


ON CERTAIN GYNECOLOGICAL ASPECTS 
OF NEURASTHENIA AND HYSTERIA.* 
Emit Novak, M.D., 

Associate Professor of Gynecology, College of 
Physicians and Surgeons; Associate Gyne- 
cologist to Mercy Hospital, 
BALTIMORE, MD. 


There are many who believe that the present day 
tendency toward specialism has cut up the field of 
medicine to a dangerous degree. It is true that 
concentration of effort is essential to success in any 
field of endeavor, but, unfortunately, the advantages 
of such concentration are only too frequently coun- 
teracted and perhaps actually outweighed by an as- 
sociated narrowing of the field of mental vision. It 
cannot be denied that in every branch of medicine 
concrete cases are encountered, in the management 
of which even the narrowest kind of specialism may 
not seem incompatible with success—in which the 
benefits to the patient of a comprehending, broad- 
gauged type of specialism are not strikingly ap- 
parent. In many instances, for example, even a 
very narrow gynecologist can arrive at a diagnosis 
of such conditions as cancer of the uterus, myoma, 
etc., almost by rule of thumb, and can carry out a 
perfectly proper line of treatment in much the same 
automatic way. Cases of this type, however, are 
not in the majority, nor can they by any form of 
pseudo-reasoning be looked upon as an extenuation 
of such superficiality of method. The real touch- 
stone of the true specialist is his ability to study his 
own chosen field of work, and to recognize and ap- 
preciate at their full worth the many sympathetic 
bonds which unite it to other parts of the body. 
In other words, the true specialist is a broad-minded 
man. So evident does this seem, and so consistently 
has it been urged by many who have written and 
spoken upon the subject, that I propose to emphasize 
it only as it applies to the special subject of my 


paper. 

At the outset, by way of reassurance, I would 
state that, while my paper deals with certain interest- 
ing aspects of two important functional nervous 
diseases, my discussion thereof will be along gyneco- 
logical, rather than neurological, lines. It is un- 
doubtedly true that the ordinary gynecological 
patient is more urgently in need of the broad-minded 
specialism above described than almost any other 


‘type of patient. Physiologically and symptomatic- 
ally the reproductive organs are in the most intimate 


*Read at_the Anindl Meeting of the Medical and Chirurgical’ 
Faculty of Maryland, Baltimore, April 26, 1911. 
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relationship with other parts of the body. This 
functional correlation is maintained partly through 
the agency of the various internal secretions, as I 
have elsewhere discussed,* and partly through the 
medium of the nervous system. The relation of the 
reproductive organs to the nervous and psychic ap- 
paratus is of the closest and most fundamental kind, 
and every gynecologist or, for that matter, every 
practitioner of medicine can testify to the frequent 
association of pelvic symptoms and functional 
nervous disease of one form or another. | 


There are several reasons why this should be so. 
In the first place, even allowing for the aggressive 
tendency with which gynecologists are so frequently 
reproached, of invading the domain of general surg- 
ery, the genuine gynecological patient is of course 
a woman, with the feminine susceptibility to all 
forms of functional nervous disease. In the second 
place, such phenomena as the menstrual epochs, the 
climacterium, parturition, etc., are just the sort of 
crises which, as neurologists tell us, are so apt to 
initiate or perpetuate such disorders. Finally, in 
addition to the extreme frequency of pelvic disease 
in women, one must bear in mind the fact that such 
conditions are most commonly of a chronic type 
that they are usually associated with a greater or 
lesser amount of pain, and that long continued pain is 
especially apt to result in that form of wearing 
down of the nervous system which we call neuras- 
thenia. 

Of the two conditions, neurasthenia and hysteria, 
it is probable that the latter is the less important 
from the standpoint of the gynecologist. Certainly 
it is less commonly encountered as a confusing fac- 
tor in determining the diagnosis or treatment of 
cases of ostensible pelvic disease, and hence it need 
be treated only briefly in this discussion. In spite 
of the fact that the very derivation of the term 
hysteria suggests the uterine origin which was 
formerly always attributed to it, our modern neur- 
ologists tell us that hysteria is not often produced 
by disease of the female reproductive organs. They 
insist, however, that in the presence of an hysterical 
predisposition, pelvic disease may break down an 
acquired resistance to hysterical manifestations. As 
a matter of fact, they go so far as to say that even 
in the woman with a normal nervous system, pelvic 
disease may occasionally lead to hysterical outbursts, 
although this is certainly a far less common sequel 
than the occurrence of the sister condition, neuras- 
thenia. 

When the gynecologist enters the domain of 
hysteria his path is usually a rugged one. It can- 


g * Surgery, Gynecolegy and Obstetrics, September, 1909. 


not be too strongly emphasized, first of all, that any 
unnecessary surgical interference in the ordinary 
case of hysteria—and such interference is usually 
unnecessary—is little short of criminal. When is 
surgical treatment called for in such cases? Only 
in the presence of well-defined and unmistakable 
pelvic disease, and even then, in the majority of 
instances, only when associated with distinctly local- 
izing symptoms. And in this connection let it be 
emphasized that in the hysterical patient the mere 
presence of localized pain in the hypogastric or iliac 
regions is not, in the absence of other localizing 
symptoms, sufficient justification for operative 
treatment. A prominent teacher is credited with 
having made the remark that a wandering pain is 
hysterical, while a fixed pain is indicative of or- 
ganic disease. There are few hysterical patients 
who do not offer ample proof of the fallacy of this 
dictum, for there is a strong tendency in many of 
these patients to a localization of pains in one region 


or another. From a gynecological standpoint the .,, a 


fixed ovarian pain of hysteria is especially important 
in this connection. So fixed is it, as a matter of 
fact, that even an ill-advised removal of the ovaries 
will not usually dislodge it. Only recently a patient — 
entered the hospital with such a pain in the ovarian | 
regions, giving the rather familiar history of having 
previously submitted, though no doubt rather cheer- 
fully, to two operations in other institutions. What 
the exact indications for the operations were I do 
not know, but I do know that the patient was 
typically hysterical, that all her pelvic viscera had 
been cleared out, even including the appendix and 
the cervix, and that the only remainder of her pre- 
vious sad condition was the same old hysteria and the 
same old pain with which she had originally started 
out on her surgical career, together with a few extra 
symptoms which she had picked up on the way. 

It would be easy enough to quote statistics which 
show in a striking way the generally unsatisfactory 
results of surgical operations in hysterical women, 
such, for example, as those of Dercum or those of 
Angelucci and Pierracini, but I believe that this 
is unnecessary in a paper which aims to present only 
certain rather general aspects of the problem. I 
prefer to speak from the fullness of my own heart 
rather than from the emptiness of a good many 
women’s pelves. 

Opposed to those causes in which the hysterical 
groundwork of the patient’s symptomatology is 
overlooked there are many, on the other hand, in 
which careless or incompetent physical examination, 
or its omission altogether, lead to a self-satisfying 
diagnosis of hysteria when this disease does not 
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exist. In this connection it need only be said thaf, 
in the light of our present knowledge, it is wrong to 
look upon symptoms as of hysterical origin unless 
the patient present some of the well-known ear- 
marks of this disease, such as the various disturb- 
ances of sensation—anesthesia, analgesia, hyperes- 
thesia, hyperalgesia, etc. The management of a case 
of hysteria associated with pelvic disease can usually 
be safely entrusted to the hands of a clinician who 
employs such safe and sane methods in arriving at a 
diagnosis, for such a man is quite likely to be sim- 
ilarly conservative in advising surgical treatment. 

As already intimated, it is probable that neuras- 
thenia in one form or another obtrudes itself more 
often into the gynecological picture than does 
hysteria. Needless to say, the term neurasthenia is 
frequently employed in a haphazard and incorrect 
fashion, just as are such terms as rheumatism and 
malaria. Neurologists define it as “a condition of 
pathological weakness without discoverable lesion, 
showing itself by too rapid and too great fatigue, 
physical or mental, or both, emotional unbalance, 
and undue irritability of the nervous system.” They 
speak, furthermore, of a primary form and of a 
secondary form, both of which are of interest to 
gynecologists. In a paper of this brevity only the 
more important gynecological aspects of this con- 
dition can be touched upon. 

When pelvic disease and neurasthenia co-exist 
they are not necessarily to be looked upon in the 
nature of cause and effect, for neurasthenia may ex- 
ist in the entire absence of any discoverable lesion, 
either in the pelvis or elsewhere. These so-called 
primary cases neurologists explain as dependent 
largely upon influences of heredity or environment, 
or both. Hypersensibility is a leading characteris- 
tic of all forms of neurasthenia, and the nervous 
system of a patient of this type, constantly on edge, 
as it were, will exaggerate and distort stimuli which 
in the ordinary Woman are not perceived as ab- 
normal. For example, whereas in the normal 
woman menstruation is quite painless of associated 
only with a sense of heaviness in the pelvis, in the 
woman whose nervous system is rendered hypersen- 
sitive by neurasthenia, the menstrual congestion of 
the pelvic organs is apt to produce an actual pain or 
ache. Neurasthenia is not of course the only condi- 
tion associated with such abnormal sensibility to 
pain. We are all familiar with the influence of 
fevers in this regard, for even a light touch or the 
slightest movement in bed is apt to be registered as 
a severe pain by the nerves of the fever-racked pa- 
tient. Again, the pain of the later stages of can- 
cer is probably due just as much to the lowering 


of the patient’s vitality and nervous resistance by 
the cachexia and anemia of the disease as to the 
actual spread of the cancerous process itself. And 
other examples might be offered. 

The cases of primary neurasthenia which 
especially concern the gynecologist are those in 
which the condition seems to focus itself upon the 
pelvic organs, and many perplexing problems of 
diagnosis and treatment are encountered in patients 
of this class. We are all familiar with the picture 
of the patient who complains, perhaps bitterly, of 
pain in the ovarian region, even though physical ex- 
amination may reveal no abnormality whatsoever. 
These are the cases which in former years were 
only too frequently treated by 6pherectomy, the sur- 
geon easing his conscience by some such diagnosis 
as “cirrhotic” or “fiber-cystic” ovary. Womankind 
is to be congratulated on the fact that the gynecolo- 
gist has finally, though lazily, awakened to the fact 
that with few exceptions true surgery should consist 
in the removal of hopelessly diseased organs or parts 
of organs, and the conservation of healthy organs 
and tissues, and that to remove an ovary for no 
other reason than that it gives or seems to give pain 
to a woman who perhaps is a neurasthenic-is a pro- 
cedure which has just as little to commend it as the 
extraction of a sound tooth because it seems to give 
pain in trifacial neuralgia. 

. The duty of the gynecologist in cases of the type 
now under discussion is quite plain. From a nega- 
tive standpoint, first of all, it need scarcely be said 
that the treatment is not gynecological. As soon as 
a careful examination has shown definitely that the 
pelvic organs are entirely normal, this fact should 
be impressed upon the patient in a decisive and 
forcible way. Lukewarmness and dillydallying are 
dangerous in the management of such patients, 
especially when they take the form of the “tinkering” 
treatment, which is now fortunately becoming obso- 
lete, and which by directing the attention of the 
patient to her pelvic condition is quite apt to trans- 
form her into a “womb crank.” The underlying 
condition in these patients is the neurasthenia, and 
this must be treated along well recognized lines, the 
details of which do not concern us in a paper of this 
sort. 

But is it not true that in many instances pelvic 
disease is the cause of neurasthenia? And if so, 
how is one to tell if both conditions are present in a 


patient, in which cases the neurasthenia is primary — 


and in which it is secondary to the pelvic condition? 
Principally by a conscientious study of the patient’s 
history. It is true that when the varied symptoms 


of pelvic disease are intertwined with the protean » 
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manifestations of neurasthenia, the resulting combi- 
nations are not always easy to solve. The quickest 
way of unraveling these Gordian knots is the Alex- 
andrian method of cutting them, of invoking the as- 
sistance of the ever-ready and too willing scalpel. 
But the question is: Are the best interests of the 
patient subserved by such direct “kill-or-cure” 
methods? Unless based upon a careful study of 
the patient’s symptoms as well as a thorough 
physical examination, any method of treatment 
smacks too strongly of the gambler’s chance to ap- 
peal to the scientific physician. And, furthermore, 
no study of symptomatology is complete unless col- 
lated with a thorough consideration of the patient’s 
general constitution and temperament, for these are 
the foundation upon which the superstructure of 
either health or disease is built. 

In the treatment of neurasthenic women who 
suffer also with pelvic disease there are two chief 
possibilities of error. The first of these is made 
perhaps most frequently by the general practitioner, 
who is apt to dismiss such a patient quite sum- 
marily after labeling her as a “hopeless neuras- 
thenic.” ’Tis true that the adjective “hopeless” is 
not always inappropriate, for such a designation is 
often as damning to the patient as the biblical cry 
of “Unclean!” to the poor outcast leper. On the 
other hand, the superficial gynecologist is apt to 
err in the opposite direction, for even a slight pelvic 
abnormality is sufficient to block his narrow field of 
vision to all else, and the treatment becomes gyne- 
cological for the all-sufficient reason that he happens 
to be a gynecologist rather than that the ailment is 
gynecological. 

It is not easy, nor is it particularly profitable, to 
determine which of these mistakes is fraught with 
the greater significance to the patient. Both are attrib- 
utable chiefly to incomplete and superficial study of 
the patient’s history. Especially important in study- 
ing the relation of neurasthenia to pelvic disease is 
a consideration of the chronological order of their 
development. I would not, of course, be understood 
as belittling in any way the importance of the 
physical examination, or even of subordinating its 
importance to that of the anamnesis, but I am con- 
vinced that it is only by a judicious weighing of 
clinical symptoms on the one hand and physical 
disease on the other that an intelligent decision may 
be arrived at as to the management of each individ- 
ual case. And it is just this individualization of 
study which is the keynote of success in the man- 
agement of all such cases. 

The form of pelvic disease most apt to be com- 
plicated with neurasthenia is that which is associated 


with persistent attacks of pain. If a woman be suf- 
fering with a surgical disease of the pelvic viscera, 
which is undermining her general health, making 
her an invalid, and, among other things, weakening 
her nervous resistance, the indication is strong for 
surgical treatment, for otherwise there will be super- 
imposed upon the clinical picture of the original 
disease the familiar and unpleasant picture of neur- 
asthenia, which from a broad viewpoint is just as 
truly a complication of pelvic disease as is perito- 
nitis. If the neurasthenia be already fully developed, 
it is important to remember that even though by 
operative treatment the original cause of the new 
complex clinical picture be removed, the neuras- 
thenia may persist for a considerable time after 
operation, frequently giving rise to annoying symp- 
toms which detract from the completeness of the 
cure, and perhaps help to cast discredit upon sur-- 
gery in general. Comparison is sometimes made to 
the conditions ensuing upon distention of the blad- 
der. If the distention be promptly relieved thé 
bladder is quite apt to assume its normal tone, but if 
the distention be allowed to persist for a long time 
the organ fails to return to its normal condition, 
even though it be emptied. 

It seems fair to conclude, therefore, that if opera- 
tion be resorted to before very marked deteriora- 
tion of the nervous system has occurred, the removal 
of the cause will usually be followed by a much 
more rapid and striking recovery, with a corre- 
spondingly rapid restoration of the nervous equilib- 
rium. This, of course, is only one of the factors 
which should be weighed in considering the advisa- 
bility of operative treatment, and, indeed, opposed 
to that class of patients in whom pelvic disease re- 
sults in serious general and nervous impairment, 
there is a large group in which even serious pelvic 
conditions are associated with remarkably little dis- 
comfort or deterioration of the general physical or 
nervous condition. All of us have probably seen cases 
in which serious inflammatory or other lesions with- 
in the pelvis have not seemed incompatible with a 
condition of comparative comfort and freedom from 
annoying symptoms. So that while the course to be 
pursued in any case will depend largely on the 
knowledge which can be obtained only through care- 
ful pelvic examination, yet in many instances the 
consideration of such factors as the above may be 
of considerable importance, and not infrequently 
will sway the judgment toward one method of treat- 
ment or another. 

There are many other interesting gynecological 
relations of neurasthenia and hysteria which might 
be discussed, for it is a prolific and tempting field. 
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But, aside from the question of time, a fuller or 
more extended discussion of this subject would al- 
most necessarily be based upon just such funda- 
mental considerations as those I have contented my- 
self with presenting. In conclusion, and instead of 
setting forth any systematic summary of my paper, 
I prefer only to lay a final emphasis on what I have 
tried to make its cardinal theme, viz., that the gyne- 
cologist must learn to look upon the patient’s symp- 
toms, and especially those referable to the nervous 
system, as the resultant of two factors, the lesion 
and the patient, and in order to arrive at an intel- 
ligent appreciation of the significance of such symp- 
toms, he must study both these factors with equal 
fidelity and thoroughness. 
312-313 PROFESSIONAL BUILDING. 
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THE ANESTHESIA. 

It is not my purpose to enter into the details of 
the technic in the administration of anesthetics, only 
so far as this may be helpful in bringing about a 


better understanding and co-operation between the 
surgeon and his anesthetist. If the surgeon alone 
is to be held responsible for the safety of his patient, 


he cannot be indifferent to the methods of 
anesthesia employed, any more than he can disre- 
gard the asepsis which is practiced at the operation 
by his assistants and nurses. If the surgeon him- 
self has had a thorough training in anesthetics— 
which is not as often the case as it should be—he is 
in a better position to work together effectually 
with his anesthetist; if he lacks this training he 
may allow himself to interfere where this is not in- 
dicated and, as far as the narcosis is concerned, 
may unwittingly put himself in the way of the 
proper management of the case. It is easy to un- 
derstand that pure chloroform, on account of its 
great potency, becomes a dangerous narcotic in the 
hands of those who have not learned to use it cor- 
rectly. The solicitude of the surgeon, upon whom 
perhaps an anesthetist of questionable experience 
has been thrust, is but natural. Indeed, there are 
legitimate reasons for attempts to displace choloro- 
form by the less toxic ether, as a routine anesthetic. 
Nevertheless, thus far chloroform has not yet been 
displaced because of certain disadvantages con- 
nected with the use of ether in every-day practice. 
Its greater bulk and inflammability, the fact that 


its inhalation is more disagreeable to the patient, 
the relatively tedious induction of narcosis when 
it is used uncombined, the increased tendency to 
cause post-operative nausea and vomiting, all have 
militated against ether and have helped chloroform 
to retain its foothold, notwithstanding its toxicity. 
It is true that the induction can be shortened, and 
made more agreeable to the patient, by preceding 
with nitrous-oxide gas, but the exigencies of every- 
day practice prohibit any cumbersome apparatus 
which cannot always be at hand. 

It is for such reasons that attempts have re- 
peatedly been made to combine the desirable 
properties of chloroform and ether, and to neutral- 
ize the objectionable ones in the hope of obtaining 
an ideal anesthetic for general routine. One of the 
most useful of these anesthetic solutions is anaes- 
thol—a_ molecular combination of chloroform 
(35-89%), ethyl chloride (17%) and_ ether 
(47.10% ). 

Essentially its administration differs but little 
from the administration of pure chloroform. It 
is the choloroform content of anaesthol, and not 
the ether, that dominates the narcosis, although the 
depressant action of the chloroform is counteracted 
to some degree by the stimulant influence of the 
ether which constitutes almost one-half of its vol- 
ume. The quantity of the anesthetic needed is 
relatively small—somewhat greater than when pure 
chloroform is used. The quantity required for 
anesthesia can be still further reduced when a 
quarter of a grain of morphine sulphate is given 
subcutaneously half an hour before the narcosis. 
In an average case 15 to 20 cc. of anaesthol given 
on a mask by the drop method ought to suffice for 
the induction; not more than 40 to 60 cc. should 
be consumed during the entire narcosis lasting an 
hour or more. 

From the patient’s standpoint the anesthesia is 
at times a matter of considerable moment. It may 
be the recollection of the ill-effects of a former 
narcosis that deters her from consenting to a neces- 
sary measure. Again, the odor of the anesthetic 
may become markedly repugnant to those who have 
previously been under its influence, and assurance 
on this point may help to bring about a prompt 
decision. A few drops of a 10% emulsion of 
Persian oil of rose in deodorized alcohol on the 
mask is an efficient way of eliminating this disa- 
greeable element in the induction of anesthesia. 

A little ether is kept in a separate drop bottle so 
that during the narcosis with anaesthol its stimulat- 
ing effect can be added when this is indicated—ether 
feeding. Or the narcosis may be continued solely 
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with ether by the drop method immediately after 
the induction with anaesthol should this appear ad- 
vantageous. There is thus at command a mor- 
phine-anaesthol sequence, or, if one wishes, a mor- 
phine-anaesthol-ether sequence which is very flexi- 
ble and readily adapts itself to the individual case. 
At the same time the technic which it entails is 
strikingly simple. 

The chief danger with chloroform or its combi- 
nations lies in its action upon the circulation— 
cardiac collapse. From my own observations true 
cardiac collapse is very rare. Its frequency can be 
estimated to be about (2:2000), one-tenth of one 
per cent. of all cases which come to operation. 
Since it is during the induction of the narcosis that 
this undue susceptibility usually becomes manifest 
the importance of alertness and caution in inducing 
with chloroform or its combinations until the 
anesthetist has discovered how the patient responds 
to the narcotic, cannot be overestimated. In ‘this 
connection the question is pertinent about the tol- 
erance of the patient to former anesthetics. In im- 
pending collapse of the heart there is increasing 
pallor and the pulse suddenly becomes diffuse and 
weak. If the induction has been gradual and the 
anesthetist attentive these changes may be discov- 
ered in due time to avert disaster. 

It is a point worth knowing that hearing is one 
of the senses which may be abolished rather late 
in the induction, and that the patient under such 
circumstances may hear all that is said about the 
operation which is to be done. In fact, the com- 
plete abolition of consciousness need not always 
take place when morphine has been administered 
and minimal quantities of the anesthetic are used. 
Thus I recall an instance (P. R. No. 4324) in which 
during a suprapubic plastic the patient, although 
insensitive to pain, was able to converse with me 
throughout the entire procedure. Others have no 
doubt had similar experience. This illustrates that 
analgesia sufficient for the purpose of the surgeon 
must not invariably be accompanied by complete 
unconsciousness. 

During the narcosis it is better for the patient 
to be in a tonic than in an atonic state as far as this 
is not entirely incompatible with the requirements 
of the surgeon. A slight reaction, for example, 
when the initial incision is made is not always to 
be criticized; if the anesthetist is uncertain it is 
wiser to allow the patient to be a little too super- 
ficially than at once too profoundly under the in- 
fluence of the narcotic. With the deeper respira- 
tions of the patient a few drops will suffice to annul 
the wakening effect of the initial incision when the 


tranquil narcosis. 


anesthetist has regained his bearings. It is not to 
be lost sight of that analgesia—freedom from pain 
—is the first aim of the narcosis, and the reflexes 
should be diminished or abolished only so far as 
they become a hindrance to the surgeon. When 
morphine has been administered the reflexes may 
remain quite active, although the patient is in the 
proper state of analgesia and in the correct surgical 
plane. If the surgeon is gentle in his work, as he 
should be, not only on account of the delicate make- 
up of the structures which he is handling, but also 
in order to avoid any unwarranted exaggeration of 
the numerous ingoing impulses to the cord and 
brain, this property of morphine will very rarely 
prove to be an objection to the use of the drug. 
The notion that shock will follow because some 
of the reflexes are still active during the course of 
an operation is surely not founded on experience. 
If the patient remains passive and feels no pain 
the prime object of the anesthesia is usually at- 
tained. In abdominal and pelvic surgery it is not 
always in the patient’s interest to insist on flaccid 
abdominal muscles during operation. The muscles 
may be relaxed, but they must not be paralyzed by 
the anesthetic. The surgeon who is too violent or 
precipitate in the execution of his work will con- 
tinually complain that the abdominal wound can- 
not be satisfactorily retracted and the patient is 
insufficiently under the influence of the anesthetic. 
This is a dangerous failing and may lead the nar- 
cotizer of limited experience to attempt to subdue 
the resisting patient with the narcotic instead of 
anesthetizing her. Crowding the anesthetic is one 
of the chief sources of trouble in drop method 
narcosis. The insufficient dilution of the anes- 
thetic with air incident upon crowding brings with 
it the inhalation of vapors which are too irritating 
to the glottis because of their great concentration. 
The increasing spasm of the larynx which results 
impedes free respiration, and instead of anesthesia 
a state of asphyxia is induced, which finally culmi- 
nates in respiratory collapse. A change in the 


quality of the breathing sound indicated by the ap- 


pearance of a few faint high-pitched notes, to- 
gether with the advent of a slight tinge of cyanosts, 
are the significant premonitors of this condition. 
It is then not more of the anesthetic, but Jess of it 
that the struggling patient wants. A little fresh 
air admited by raising the mask dissolves the 
spasm of the larynx, and strange as it may seem 


to the inexperienced, the patient who now inhales 


the diluted vapors freely, instead of awakening re- 
laxes the resisting muscles and. relapses into a 
The secret of success in an 
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_anaesthol, and for that matter in a chloroform 
narcosis, lies in the systematic avoidance of 
crowding. 

Coughing should not necessarily convey the im- 

‘ pression to the operator that the patient is about 
to become conscious. It is frequently due to irri- 
tation of the pharynx and may occur at any time 
during the course of the operation if the mask is 
suddenly charged with the anesthetic instead of 
supplying it uniformly drop by drop. 

Vomiting efforts constitute a disagreeable inter- 
ruption, but the deep breaths which are interpo- 
lated make it easy to regain the surgical plane. 
The head of the patient is quickly turned to one 
side without pushing the jaw forward, the mouth 
wiped and the anesthetic continued, while the 
surgeon co-operates by desisting for the moment 
from traction on the mesentery or other manipula- 
tions which may have given rise to the potent 
awakening impulse. 

Very dark blood at the wound may indicate that 
the patient’s breathing is embarrassed. The cause 
may be mechanical, as when saliva accumulates in 
the throat, or the tongue recedes, or a shoulder 
brace presses against the throat, or there is valve- 
action of the lips in the old who have been wear- 
ing a tooth-plate, or adenoid obstruction in chil- 
dren. When it is not feasible to remove the aden- 
oids before operation, I know of no simpler way 
of coping with this difficulty than by the use of the 
breathing tube. A soft rubber catheter is passed 
through one or both of the child’s nostrils beyond 
the adenoid ring of Waldeyer into the laryngo- 
pharynx (Practical Points in Anesthesia, 1908). 
This maneuver is not only useful in the case of 
adenoids, but also in some of the other causes of 
mechanical obstruction, such as recession of the 
tongue. Occasionally its use may be of diagnostic 
value in satisfying the anesthetist that the respira- 
tory impediment in a given case is due to laryngeal 
spasm—the usual result of insufficient dilution of 
the anesthetic with air. 

It is a good rule for the surgeon to make a men- 
tal note of the quality of his patient’s pulse before 
the operation. He is then in a better position to 
judge the post-operative condition, or to appre- 
ciate any marked change in its normal characteris- 
tics. In weighing the necessity for post-operative 
stimulation, the surgeon should not allow the fact 
to escape him that nausea and vomiting, occurring 
as the subject recovers from the anesthetic, may 
cause a transitory irregularity in the pulse which 
is of no serious significance. Furthermore, in the 


case of some anesthetics, as anaesthol or ether, a 


stimulant effect of the narcotic upon the pulse may 
occasionally persist for a very brief period after 
operation. 

The amount of shock to which the patient in a 
particular case is subjected does not depend so 
much, for example, on the actual extent to which 
the abdominal viscera are handled, but rather on 
the manner in which this is done. Thus the entire 
mass of small intestines can be gently withdrawn 
from the abdominal cavity for systematic inspec- 
tion without of necessity producing in the patient 
the slightest evidences of post-operative shock. 

A great deal might be said about apparent and 
real contra-indications to the administration of 
anesthetics. A common, but erroneous, impression 
is that heart murmurs corresponding to a valvu- 
lar lesion necessarily contra-indicate narcosis. As 
a matter of fact, it is not so much the hearts that 
have murmurs, least of all the hearts that have 
loud murmurs, that pressage a perilous narcosis, 
but the degree of myocardial involvement is the 
salient factor. Thus, the heart with a degenerated 
muscle, scarcely capable of producing an audible 
murmur, commands the greatest solicitude during 
the administration of the anesthetic. Particularly 
pure chloroform is out of place in such a lesion. 

Epilepsy does not contra-indicate the giving of an 
anesthetic nor the execution of an operation; in 
fact, epileptic seizures of reflex origin occasionally 
disappear after a simple narcosis or operation. 

Great judgment must be exercised in establish- 
ing the indication for narcosis and operation in all 
subjects with tuberculous lesions of the lung; the 
danger lies in the exaggeration of an active process 
or in the enkindling of a latent one. Moreover, 
operation performed in a tuberculous territory, in 
any part of the body, it is well known, may lead 
to dissemination of the trouble. In diabetic patients 
when there is 2 per cent. or more of sugar, which 
is not influenced materially by diet, coma is very 
prone to follow narcosis and operation, and seems 
to be directly or indirectly precipitated by these 
measures. It is in these two groups of cases that 
both ether and chloroform or its combinations have 
distinct disadvantages, and while there is available 
no entirely satisfactory form of narcosis, nitrous 
oxide-oxygen correctly administered holds a legrti- 
mate place. It may be that as soon as the con- 
struction of the necessary apparatus can be simpli- 
fied and its weight and bulk reduced to make it 
really portable, the nitrous oxide-oxygen sequence 
will receive the wider application in practice, which 
it deserves. 

While I have repeatedly voiced the use of anaes- 
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thol—chloroform modified to increase its safety . 


without impairing its anesthetic usefulness—as an 
acceptable substitute for chloroform in every-day 
practice, I would not convey the impression that 1 
am inimical to the choice of an uncombined ether 


. narcosis, only in so far as it is not practical. In 


addition, it is clear that the rigid adherence to any 
routine would be foreign to one who believes in 
adapting the anesthesia to the peculiarities of the 
case. As a routine procedure, it is true, the mor- 
phine-anaesthol sequence with or without the addi- 
tion of ether, allows considerable latitude for inai- 
vidualization. But this will not always suffice to 
meet the special requirements in special cases. 

In operations on the brain and cranial nerves it 
is not difficult for the anesthetist to maintain the 
surgical plane, because the awakening stimuli set 
up during the operation are slight. But it is a 
distinct advantage to have the anesthetist away 
from the surgeon’s precinct. Instead of using the 
ordinary mask the anesthetic is therefore admin- 
istered through a funnel covered with gauze and 
connected with one or two rubber tubes which con- 
duct the anesthetic vapors. In this very simple 
form of tube narcosis the tube passing the base of 


the tongue enters the laryngo-pharynx, but not the | 


larynx itself. If chloroform or anaesthol are used 
and a full dose of morphine was given half an hour 
before the narcosis to diminish the amount of anes- 
thetic required, it ought ordinarily to be a compara- 
tively easy matter to keep the patient sufficiently 
under the influence of the narcotic. If there is 
difficulty experienced in doing this it may be that 
the caliber of the tube or tubes employed is too 
small. In a cerebellar tumor, or a tumor of the 
acoustic nerve, when an occipital flap must be 
made, and the patient’s face is turned downward, 
the anesthetist may be seated at the foot of the 
patient, or, in some cases, advantageously out of 
the way of the surgeon and his assistants and 
nurses on a stool beneath the operating table itself. 

In extrinsic tumors of the larynx, after opening 
of the throat by subhyoidean pharyngotomy, the 
narcosis by this method is not feasible. The tube 
instead of merely approaching the vicinity of the 
larynx must be passed into it and the trachea. The 
surgeon selects a rubber tube of about the thick- 
ness of a stomach tube which has been sterilized 
for the purpose, and introduces, first, the end with 
the eye, into the trachea, ascertains that the respi- 
ratory air streams freely through it, and then at 
ence delivers the other end to the anesthetist up- 
ward through the patient’s mouth, where it should 
be fixed with adhesive plaster to prevent dislodg- 


ment. In this manner the asepsis at the field ot 
operation is not violated, as it would be if the tube 
were first passed through the mouth into the 
surgeon’s hands before reaching the trachea. 

In operations in which the pleura has to be 
opened, or may be opened accidentally, it becomes 
vital to prevent collapse of the lung. In the intra- 
tracheal insufflation method of anesthesia de- 
veloped by Melzer and Auer, this difficulty is 
obviated in a strikingly simple way. Here a single 
rubber catheter which is not too thin-walled, and 
about No. 22 French scale, is introduced to the 
vicinity of the bifurcation of the trachea and a 
stream of oxygen mixed with ether vapor of a con- 
centration not exceeding 6 to 7 per cent., serves the 
double purpose of assisting in the inflation of the 
lungs, and maintaining the anesthesia. To avoid 
the repetition of fatalities caused by abrupt disten- 
tion of the lung no apparatus of this description 
should be used on the human subject unless it is 
supplied with an adequate safety valve (H. 
Fischer). 

Since the creation of the first separate depart- 
ment for intra-thoracic surgery: in this country, at 
the German Hospital of this city—the result of the 
untiring energy of Willy Meyer and his brother, 
J. Meyer—unique opportunity for the study of the 
comparative value of these methods is afforded. 
I had occasion to be incarcerated in the positive 
differential pressure compartment repeatedly when 
the first trials of this modified Sauerbruch-Brauer 
chamber were made at the hospital, and it seems 
to me that the current impression of the great dis- 
comfort of the narcotizer, and the difficulties that 
beset him under these circumstances is not well 
founded. The vapors of the anesthetic do not ac- 
cumulate in the chamber, the space is sufficiently 
large to accommodate an assistant if one should be 
needed, it is possible to leave the cabinet through 
the vestibule without exposing the patient who is 
under narcosis to a sudden change in the atmos- 
pheric pressure. Outside of the slightly disagree- 
able sensation produced in the ear drums of the 
occupant when the pressure within the cabinet is 
raised or lowered, and the disturbing vibration 
caused by the action of the ponderous pumps, the 
conditions under which the anesthetist has to work 
are but little different from those in the ordinary 
operating room. The air-tight rubber collar some- 
what encumbers the manipulation of the patient’s 
head, but the difficulty is largely overcome when 
the latter is placed on a small head-rest which is 
suspended in an adjustable swing or hammock. In 
the administration of the anesthetic, in general, the 
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same rules hold good as in narcosis elsewhere— 
the apparatus has to do only with the counteracting 
of the abnormal rise in pressure produced in the 
pleural cavity by the inrush of air when the thorax 
is opened, and to prevent the lung from collapsing 
thereafter. 

During one of the operations executed with the 
aid of the apparatus, I have had occasion to ob- 
serve a peculiar series of events during which the 
pupils dilated and the patient rapidly collapsed, 
and which I have been unable to explain, except 
that it appeared likely that the fatality was not due 
to the action of the anesthetic or any unusual 
manipulation on the part of the anesthetist, but 
rather the result of some maneuver incident upon 
the operation itself. Dr. J. Melzer has, I think, 
offered the first scientific solution. He emphasizes 
that under the Brauer method, life is sustained by 
a small part of the normal respiration (minimum, 
1/10 of the normal). The only portion of the 
lung which is active in aeration under these ex- 
treme conditions is the posterior part of the lower 
lobe. Any manipulation on the part of the 
surgeon which interferes with the function of this 
portion of the lung, as pushing it to one side dur- 
ing exploration, or compression of it, or expulsion 
of its air content by dislodging it, or lifting it out 
of the chest, may suffice to bring about a rapid 
exitus by asphyxia. 

At the present time, when thoracic surgery has 
just received a new impulse, it is impossible to pass 
final judgment on the relative practical value of the 
differential and intratracheal insufflation methods 
of anesthesia. However, the general drift seems 
to be towards the adoption of the intratracheal in- 
sufflation method for routine thoracic surgery, 
limiting the scope of the differential pressure 
method to special cases. 

1041 Mapison AVENUE. 


The next article will be “The Incision.” 


AcuTE PNEuMAcoccus AND Gonococcus PERITO- 
NITIS. 

In acute pneumococcal and in gonococcic post- 
operative and puerperal peritonitis—at least in the 
stage when they usually come under surgical ob- 
servation—operation is unlikely to do good and may 
do grievous harm. In other words, when there is 
no removable septic focus, early operation is not 
a satisfactory treatment.—Morrison, in The Brit- 
ish Medical Journal. 


THE ROLE OF. THE MALE IN INFERTILI- 
TAS MATRIMONIL. 


Q. W. Hunter, M.D., 
LoulIsvILLE, Ky. 


“Man is responsible for race suicide in its true sense: From the 
present standpoint man is not the boasted lord of creation, but the 
exterminator of his species, and of all the animal creation he shows 
the least regard for his mate in that he often implants into her sys- 
tem a disease which renders her sterile.” 


Not many years ago it was the prevailing opinion 
that the female was invariably responsible for child- 
less marriages, and under this belief gynecologists 
devised numerous minor operative procedures for 
attempted correction and cure thereof. Many 
women were thus erroneously subjected to surgical 
treatment, in some instances with disastrous results, 
and usually without effect so far as infertility was 
concerned since they were in nowise at fault there- 
for. 

It is nearly always the female who applies to the 
physician for information as to why after two or 
three years of married life she has not become preg- 
nant, which is probably because the maternal in- 
stinct is relatively stronger than the paternal. The 
husband but rarely inquires why his wife has not 
conceived, although more often than otherwise he 
is quite willing to consider her responsible for in- 
fertility. Not infrequently this fact is the cause 
of serious domestic inquietude, as when it so hap- 
pens that the male exhibits anxiety for progeny, 
and believing himself not at fault, he is inclined 
to criticize and accuse his connubial partner, who, 
as already intimated, may be potentially fertile, and 
therefore entirely blameless. 

Those who have been in practice twenty years 
Or more can doubtless recall numerous instances 
where they have been consulted by married women 
because of infertility, and where without interro- 
gating or examining the male, the female being 
regarded responsible has accordingly had her cer- 
vix straightened, dilated, medicated, irrigated and 
tamponed, her uterus likewise curetted, irrigated, 
medicated and packed, yet she remained infertile. 
And in this connection permit the assertion that 
the presumably simple operation of uterine curet- 
tage is not always without danger, e.g., in not a 
few instances in unskillful and careless hands the 
uterine wall has been perforated, promptly fol- 
lowed by septic peritonitis and death. In one ex- 
ample at least of which the writer has knowledge 
necropsy revealed a coil of intestine within the 
vagina, extensive injury to the uterus having’ re- 
sulted from too vigorous and unwise handling of 
the curette. The woman had been infertile during 
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four years of married life and sought the advice 
of a presumably intelligent young gynecologist 
who discovered what he deemed sufficient patho- 
logical change within the uterine cavity to account 
for the infertility and to indicate curettage, which 
was practised with the outcome stated. 

It is the writer’s belief that there exist few im- 
perative indications for uterine curettage, i.e., de- 
nudation of the interior of the uterus with either 
a sharp or dull curette, and certainly infertility 
per se cannot often be regarded as one of them. 
There are many contraindications to the use of the 
curette and limitations to its employment under 
any circumstances, but enumeration and description 
thereof do not come within the purview of this 
paper. It is well known that impregnation not in- 
frequently occurs despite the presence of small 
fibroid tumors within the uterine cavity, endome- 
tritis, endocervicitis, etc., and these are the patho- 
logical conditions heretofore accorded prominence 
as prolific contributing causes of infertility for the 
relief of which dilatation and curettage have most 
frequently been recommended and practised. 

Until comparatively recent times the rdle played 
by the male in the production of infertility has 
been for the most part ignored or overlooked, since 
it was thought if the man be sexually capable he 
could not reasonably be held accountable even 
though he had previously been the subject of bilat- 
eral epididymitis or varying degrees of orchitic in- 
flammation, the result of specific urethrorrhea. It 
is now appreciated, however, that in the vast ma- 
jority of instances these complications or sequelze 
of erroneously so-called gonorrhea render the man 
infertile for the balance of his natural life, unless 
the aid of modern surgery be invoked to restore 
communication between the testes and urethra. 
This can be safely and successfully accomplished 
by an operation originated by Martin (of Phila- 
delphia) by which an anastomosis is effected be- 
tween the vas deferens and head of the epididymis. 
While the route of migration of the spermatozoa 
is thus slightly altered the anastomosis furnishes 
an avenue through which they may reach the 
urethra and be ejaculated during coitus. 

There is yet no consensus of professional opinion 
as to the exact percentage of cases in which males 
are directly responsible for sterile marriages, the 
statistics of various observers placing the estimate 
anywhere between one and eighty per cent., e.g., 
according to Courty, it is 1 per cent.; Manning- 
ham, 3.5 per cent.; Blake and Cross, 12 per cent.; 
Martin, 15 per cent.; Benzler, 23 per cent.; Busch, 
27 per cent.: Balin, 36 per cent.; Kehrer, 40 per 


cent.; Noeggerath, 42 per cent.; Grandin, 45. 


per cent.; Vedder, 70 per cent.; Lier and Ascher, 


72 per cent.; Seligmann, 75 per cent.; Pajot, so 


per cent. 

Many males are sexually capable and apparently 
functionally fertile, but are practically sterile by 
virtue of a pre-existing bilateral epididymitis, the 
result of specific urethrorrhea, which has occluded 
the spermatic ducts, thus while spermatozoa are 
normally secreted they are prevented from migrat- 
ing from the testes. Such men cannot understand 
why they should be accused of or in any measure 
held accountable for the infertility of their con- 
jugal partners, since they are capable of properly 
performing the copulative act, the ejaculated fluid 
being apparently normal in quantity, odor and con- 
sistency; therefore, they often seriously object to 
interrogation and investigation concerning the mat- 
ter and usually insist that their wives must be at 
fault. On the other hand, there are males who are 
potentially fertile, but practically sterile because of 
impotency, i.e., the spermatozoa are normally se- 
creted, there is no obstacle to their free migration, 
yet they are infertile for the reason that sexual in- 
tercourse is impossible. And, mirabile dictu, in 
some instances such males have had the temerity 
to attempt to hold their wives responsible because 
they remained childless, and it was only discovered 
by accidental Japsus lingue during investigation 
and inquiry that the fault was not with the fe- 
males but with the impotent males. It is certainly 
beyond human understanding how such husbands 
can expect their wives to become impregnated, 
unless perchance they be permitted to browse in 
other and more fertile pastures. 

Male impotence is classified according to its 
most important characteristics, viz., it may be 
either (a) organic, (b) psychic or (c) atonic. 
Organic impotence, as the term implies, has its 
origin in the majority of instances in some mal- 
formation of the external genitals and is often- 
times remedial by proper operative or mechani- 
cal treatment. In psychical impotence the sexual 
organs may be normal in appearance, and while 
erection is possible it is usually not under the in- 
fluence of the mind as is true in strictly normal 
individuals. The methods of treatment thus far 
suggested are for the most part unsatisfactory and 
uncertain as to ultimate outcome. The third 
variety of impotence, denominated atonic for lack 
of a more expressive designation, is more often 
than otherwise due to constitutional disease and is 
distinctly amenable to adequate local and general 
treatment. The methods of management and rem- 
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edial measures in popular use are so well known 
and understood that description seems unnecessary 
in his dissertation. 

With further reference to male infertility due to 
occlusion of the spermatic ducts: Martin gives the 
history of fifteen patients subjected to a surgical 
procedure which he designates as epididymo-vas- 
otomy. His first operation on the human being 
performed in 1901 proved entirely successtul. 
Azoospermia was present in all his cases, the ma- 
jority resulting from bilateral epididymitis having 
its origin in previous specific urethrorrhea.* Sev- 
eral of the patients had been married a number of 
years, but their wives had never become pregnant, 
although examination showed them to be normal 
and evidently capable of procreation. Success fol- 
lowed the operation in a sufficient percentage of 
cases to accord it a prominent place in the surgical 
treatment of male infertility, the result of occlud- 
ing epididymitis. However, in those examples of 
infertility the result of parotitis where there is 
commonly progressive atrophy of the testes, no 
improvement can reasonably be expected from any 
method of treatment. Martin’s description of his 
procedure is as follows: 

“The technic of the operation is extremely sim- 
ple, requiring for its performance knives, forceps, 
scissors and needles customarily used by the eye 
men. I have usually made a lateral anastomosis, 
but in some cases have cut the vas off, split its end, 
and sewn this split end into the epididymis, finding 
this an easier procedure. Before making the an- 
astomosis the milky fluid exuding from the epi- 
didymis is examined for spermatozoa, and if these 
are not found section is made near the testicle. 
In one instance followed by a complete success this 
section was made in the region of the rete testis. 
As a rule no ligatures are required. Care in the 
handling of the veins insures the absence of throm- 
bosis, and the application of an elastic jock strap 
enables the patient to go about his occupation im- 
mediately on recovering from ether.” 

Martin says clinical experience seems to justify 
the following conclusions: 

(1) The testicle departs from the type of duct 
glands in general from the fact that obliteration 


“After bilateral epididymitis the combined statistics of Gosselin, 
Godard, Liegeois, Terrillon, Bergh, Neisser, Noeggerath, Kehrer, Lier 
and Ascher (Finger), show azcospermia in 208 out of 242 cases. 

Other diseases which are regarded as important in the etiology of 
azoospermia are diseases of the testicle, as chronic inflammation, tu- 
berculosis, syphilis, tumors, congenital displacements, traumatisms; 
furthermore, chronic diseases, as alcoholism, obesity, diabetes, gen- 
eral tuberculosis, and to some extent and for a shorter period of time 
atute febrile diseases. The facts just mentioned are pretty gen- 
erally accepted, but the local conditions in the sexual apparatus which 
are the direct causes of the azoospermia are still little known. The 
text-books contain very little information on this point, and what 
little they do contain but too frequently appears copied from genera- 
tion to generation, and some of the statements are prima facie im- 
probabilities Rugs. 


of its duct is followed neither by atrophy nor any 
appreciable change in its physiological function, 
since an incision into such a gland, the duct of 
which has been obliterated for many years, may 
show apparently normal and healthy spermatozoa. 

(2) Though the spermatozoa in their course 
through-the epididymis may undergo changes suffi- 
ciently marked to be demonstrable microscopically, 
this period of their evolution does not seem to be 
essential to their vitality or their fertility, since 
taken direct from the afferent ducts they exhibit 
characteristic rapid and vigorous motion and if im- 
planted upon the ovum impregnant it, as demon- 
strated by at least one case. 

(3) Epididymitis permanently obliterates the 
duct as the exception rather than the rule, nor is 
the likelihood of permanent obstruction gauged by 
the severity of clinical symptoms. Recurrent bi- 
lateral attacks, even though moderate in severity, 
seem more likely to produce a condition of azoo- 
spermia than a single severe attack. Azoospermia 
incident to gonorrhea (specific urethrorrhea of the 
writer), or other affections, may be due to ob- 
struction of the epididymis, the vas, or the ejacu- 
latory duct. The seat of obstruction is frequently 
in the ejaculatory ducts, is certainly at times in the 
vas, and, as shown by one case, may be multiple 
here: 

(4) An anastomosis between the vas and the 
epididymis or testicle can be successful only when 
there is no occlusion between the seat of anasto- 
mosis and the urethra. The presence or absence of 
obstruction in this portion of the canal can be 
readily determined by exposing the vas under local 
anesthesia and injecting a pigment, such as indulin 
or carmine. This operation can be done quickly, 
and if the proper jock strap be applied, implies no 
interference with the ordinary routine of life. This 
test should be made before attempting an anasto- 
mosis operation. 

(5) In my own work the anastomosis operation 
has been followed by a reappearance of healthy 
spermatozoa in six cases, and three previously 
sterile marriages have been rendered fertile. The 
spermatozoa may not appear in the emission for 
weeks or months after the operation. 

(6) In the majority of cases presenting them- 
selves because of azoospermia the obstruction was 
not in the epididymis. Its presence elsewhere is 
suggested by the absence of a previous history of 
epididymitis. Congenital absence of the vasa in 
two cases sufficiently accounted for it. In one case 
there was a probable functional deficiency upon 
the part of the testicle itself. r 
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(7) The operation of anastomosis can be per- 
formed under local anesthesia, but not always satis- 
factorily to the patient. It is usually bloodless and 
detains the patient only long enough for its per- 
formance and recovery from general anesthesia 
where this is given. It leaves no appreciable scar, 
and, if the veins are carefully handled, is followed 
at most by a slight local soreness and trifling 
swelling. 

Hagner cites two examples of male sterility fol- 
lowing bilateral gonorrheal (?) epididymitis op- 
erated upon according to the method of Martin, 
which the author claims apparently offers a great 
deal in this class of cases. Repeated examinations 
revealed no spermatozoa in the seminal fluid previ- 
ous to operation, whereas thereafter normal sperma- 
tozoa were demonstrated and the wives of both 
men became pregnant. 

The writer has tabulated the seventeen cases re- 
ferred to, giving the main facts in connection there- 
with and the results so far as obtainable from the 
records. If, as indicated, cure can be reasonably 
promised in 50 per cent. of cases, certainly the 
operation deserves greater popularity than it has 


heretofore been accorded. 


Case Social Azoo- 
No. relation. spermia. Cause of sterility. Result. 
Operator, Dr. Martin. 
1. Married. Yes, Bilateral epididymitis, specific ure- Negative 
throrrhea, 


2. Notstated. Yes. scPididymitis, specific ure- Cure. 
throrrhea 

3. Married. Yes. —— epididymitis, specific ure- Cure. 
throrrhea, 

4. Notstated. Yes. eee epididymitis, specific ure- Negative 
throrrhea. 

5. Married. Yes. Bilateral agididvecitin, parotitis, Negative 
atrophy of testis. 

6. Married. Yes, Bilateral epididymitis, specific ure- Cure. 
throrrhea, 

7. Married. Yes. Absence of vaS.......+e+-sseeeee ‘Negative 

8. Notstated. Yes. specific ure- Negative 
throrrhea. 

9. Married. Yes, Bilateral epididymitis; not stated.. Ap. cure. 


10. Married. Yes. No history of epididymitis....... Rent. op. 

11. Married. Yes. Bilateral epididymitis, specific ure- Ap. cure. 
throrrhea, 

12. Married. Yes. Bilateral epididymitis, specific ure- Cure. 
throrrhea, 

18. Married. Yes. ae a epididymitis, specific ure- Negative 
throrrhea, 

14. Married. Yes. No of epididymitis, atrophy Negative 

testis. 
15. Notstated. Yes. Parotitis, atrophy slept testis.... Rent. op. 
Operator, Dr. Hagner. 

16. Married. Yes. ilateral epididymitis, specific ure- Cure. 
throrrhea 

17. Married. Yes. Bilateral specific ure- Cure. 
throrrhea. 


It is a well recognized fact that although motile 
spermatozoa of characteristic conformation may 
be present in the seminal ejaculations, there is still 
the possibility of existing infertility due to some 
inherent abnormality or deficiency of the seminal 
fluid or even of the sperm cells, a condition desig- 
nated as oligospermia by most observers. More- 
over, while copulation may be normally performed 
infertility may of necessity ensue from aspermia, 
a term which signifies entire absence of semen and 
probably most frequently caused by mechanical in- 
terference due to pressure and consequent partral 


or complete obstruction of the urethra or ejacu- 
latory ducts. Failure of emission may also be due 
to inefficiency of the muscles concerned in and 
controlling ejaculation. No method of treatment 
thus far suggested as being applicable to the latter 
class of cases gives any reasonable promise of 
cure, likewise where obstruction exists in the 
ejaculatory ducts little or nothing can be done 
which will prove beneficial. 

The morphology and life history of the sperma- 
tozoa are but imperfectly understood and no meth- 
ods of testing the fertility thereof have been 
formulated except to note the characteristic con- 
formation and the degree of vitality and motility 
exhibited, and as a matter of course these are of 
little value since even normally motile sperm cells 
may be infertile for reasons too obvious to require 
further elaboration. 

Benzler, after investigating the influence of bi- 
lateral orchitis in vinculum matrimonii caused by 
specific urethrorrhea and also of traumatic origin, 
states that in more than 77 per cent. the faculty 
of reproduction was retained. Of 3,000 mili- 
tary patients suffering from specific urethrorrhea 
only 474 were married, and sterility was considered 
only when those married had remained three years 
without children. After the expiration of this time 
the examples of absolute sterility caused by single 
orchitis increased from 10.5 to 23.4 per cent. and 
those of double orchitis to 41.7 per cent. The fore- 
going, says the author, substantiates his contention 
that of every hundred men suffering from bilateral 
orchitis seventy-seven retain the power of repro- 
duction provided the women they marry be capable 
of bearing children. 

The statistics of Vedder have been frequently 
quoted during the last few years. He examined 
over three hundred women one year married who 
have never been pregnant, and in fifty cases also 
examined the husbands. He concludes that in 
seventy per cent. the husband is to blame for in- 
fertility, either because of impotence or through in- 
fecting his wife with specific urethrorrhea. On 
the contrary Runge and Bumm believe too much 
stress has been placed upon specific urethrorrhea 
as a cause of infertility, that there are important 
factors in the development of the genitalia which 
must be considered, and on the whole seem in- 
clined to adhere to views expressed by older ob- 
servers that the female is responsible in the larger 
percentage of cases. They suggest if the semen 
escapes readily conception is difficult ; that sterility 
is frequently due to under development of the in- 
ternal genital organs (female) which results (a) 
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in a too rapid outflow of semen; (b) in a more or 
less stenotic cervical canal, especially at the in- 
ternal os. Moreover, according to Bumm, Frankel, 
et al., poor vaginal development results in diminu- 
tion in size and capacity of the fornices, especially 
the posterior vaginal fornix, that this may also be 
brought about by uterine displacements, tumors 
near the uterus, etc.; furthermore, that the entire 
musculature of the pelvis is often poorly developed. 
Balin believes that in sterile marriage 36.5 per 
cent. of the husbands suffer from azoospermia, and 
19 per cent. from oligozoospermia; that 66.3 per 
cent of azoospermia may be attributed to specific 
urethrorrhea acquired before marriage. 


Experimentation by Albers-Schoenberg, Bergo- 
nie, Tribondeau, and others upon rabbits, guinea | 


pigs and white rats demonstrated that sterility is 


produced by exposure to the x-rays, and Halber-_ 


staedter concludes that the ovaries are markedly 
more sensitive than the skin to the influence of the 
a-ray. The rays seem to produce a degeneration of 
the specific epithelial cells, though human sperma- 
tozoa in seminal fluid exposed for thirty minutes 
presented no demonstrable change in either form 
or motility. The s-rays are said to destroy the 
power of the testicles to elaborate potent sperma- 
tozoa, and that of the ovaries to produce ovules 
susceptible of fertilization, but it is undetermined 
whether or not this effect is permanent. Austin 
claims that the x-rays produce sterility in males 
and females with a facility and safety that can only 


be looked upon as an actual social danger to which — 
it seems urgent to call the attention of physicians. 

According to Brown and Osgood azoospermia is . 
one of the more recent and most striking effects 


of the x-ray, but the amount of exposure required 
to produce this condition in a worker of average 
age and health is yet unknown. Whether it is a 
gradually progressive tendency, or due to the 
abrupt and intense action of the rays after a par- 
ticularly long seance, is likewise unknown. The 
prognosis of azoospermia from this cause can only 
be settled by years of observation. It is probable 
those working behind lead screens or using focus- 
ing tube shields will escape these consequences. 
Some of those who have made x-ray work a special- 
ity for the past few years are the subjects of total 
azoospermia ; a smaller number having less experi- 
ence show varying stages of oligozoospermia. In 
none of the cases was the patient conscious of any 
change in the potentia coeundi. 
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SURGICAL REMOVAL OF _ TONSILS.* 
FINGER ENUCLEATION. 
A. Foster, M.D., 
Assistant Surgeon New York Ophthalmic Hospital 
and Dispensary. 
NEW YORK. 


Incomplete surgical procedures leaving the base 
of diseased tonsilar tissue in the throat, with result- 
ing grievances to both patient and operator, have 
been largely superseded by various forms of 


complete removal. 


It is the purpose of the writer in this paper to de- 
scribe the method which he has adopted and regu- 
larly employs, namely, finger enucleation. 

No physiological function of the tonsil has yet 
been proven. It is developed in embryo, between the 
fourth and fifth month. It is, in fact, the redundant 
portion of the hypoblast where that structure joins 
the epiblast, so development before this time at least 
is not dependent upon its presence. Tonsils are 
fully developed at birth and remain prominent until 
the third or fourth year, when they begin to atrophy, 
and if not diseased, decrease in size and disappear 
at about puberty. 


A brief outline of the anatomy of the faucial 
tonsil will refresh our knowledge and pave the way 
to a better understanding of the subject at hand. 

The tonsil is an encapsulated organ lying in a bed 
of loose connective tissue in the tonsilar fossa, 
bounded anteriorly and posteriorly by the faucial pil- 
lars. The anterior pillar contains the palato-glossus 
muscle. Inwardly from this muscle the pillar con- 
tinues as a band of mucous membrane and joins the 
surface of the tonsil; it is this mucous membrane 
band which we perforate with the tip of the finger 
to gain admittance to the capsule. It is in evidence 
in prominent tonsils, but is folded upon itself be- 
tween the pillar and tonsil in buried, atrophic and 
cicatricial tonsils. The posterior pillar contains the 
narrow sheathlike portion of the palato-pharyngeous 
muscle; above the pillars joined to form the supra- 
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tonsilar fossa, the frequent location of peritonsilar 
abscess. In small cicatricial tonsils it is sometimes 
necessary to gain admittance to the capsule through 
this recess. 

The outer wall of the tonsilar fossa is composed 
of the superior constrictor muscle of the pharynx. 

The main blood supply is the tonsilar artery 
which enters the organ at the pedicle—the lower 
anterior part. The branches follow the connec- 
tive tissue sheath and give off a branch to each 
follicle and to the papillez of mucous membrane 
and divide into a meshwork of capillaries. 

In a recently enucleated tonsil these branches can 
be seen following the capsule. The blood supply of 
the tonsil itself is limited, while the pillars have a 
rich blood supply. 

The surface of the tonsil shows from ten to 
twenty crypts which penetrate the body to its sheath, 
and at the bases of these follicles are active mucoid 
glands. If the tonsil is buried the secretions are 
retained. 

That the tonsil is remarkably subject to tuber- 
culous infection is indicated by the fact that in a 
series of fifty cases examined by Dr. Harry C. Sayre 
44 per cent. were found to contain active tubercle 
bacilli. 

This may be of secondary infection, but from their 
exposed position—open to the ingress of air with 
every breath—in contact with every swallow of 
food and the air currents during speech, we must 
believe that there are some primary infections. As 
to primary tuberculosis of the tonsil there is a dif- 
ference of opinion, many holding that the tonsilar 
infection comes from the lungs by the way of blood 
or lymph currents, or by the passage over them of 
the secretions poured out by the bronchial passages. 
Clinically it is often proven that the primary focus 
is in the tonsil, as the symptoms of tuberculosis so 
frequently disappear after tonsilar removal. 


Tonsils should be removed in persistent inflam- 
matory conditions, either recurrent attacks of acute 
tonsilitis, chronic inflammation or tendency to peri- 
tonsilar abscess; also in cases where there are re- 
sulting auditory symptoms arising from pressure or 
in hypertrophy causing mouth breathing. 

The appearance of the tonsil cannot be depended 
upon for estimating the size or shape, and palpation 
should always be employed, for the tonsils may 
either nearly meet above the uvula or present only 
a comparatively small surface. 


OPERATION. | 


For enucleation of the tonsils I prefer a: general 
ether anzsthesia and one administration. Placing 


the patient to the degree of loss of reflexes is suf- 
ficient ; a second administration is not called for. 

The patient is placed in the dorsai position. The 
operator is at the patient’s right side with the light 
coming from the same direction. 

After the patient is fully anzsthetized the mouth 
gag is fixed and the assistant supports the patient's 
head. The first and most important step to insure 
proper enucleation is to gain admittance to the cap- 
sule through the mucous membrane band, which is 
the continuance of the anterior pillar. This is done 
by placing the tip of the right index finger on the 
above-named mucous membrane fold of the right 
tonsil at its equator. 

The operator now directs a few sweeps outward 
and forward, separating the anterior pillar from the 
capsule. Ordinarily a slight amount of force only is 
required, but in atrophic and cicatricial tonsils a 
fair amount of force is sometimes necessary. 

After the important step of reaching the capsule — 
has been accomplished the distal phalanx sweeps 
upward, outward and then backward around the 
capsule as far as the posterior pillar. Now the 
globe is drawn forward to avoid tearing the pos- 
terior pillar, and the finger sweeps around the base. 
The tonsil is retained in the throat only by the small 
pedicle. If the tissues are not too fibrous the pedicle 
is freed by the index finger or by it with the assist- 
ance of the thumb; but in very fibrous tonsils the 
volsellum is used to draw the tonsil through a small 
snare, and the pedicle is freed close to the wall of 
the throat. 

In order to free the pharynx of blood the patient 
is quickly turned face downward (by the anesthetist 
or nurse) to allow the blood to escape. No sponging 
is required. 

The left tonsil is now freed by the left index 
finger, following the corresponding direction. No 
irrigation is necessary, and the syringe of hydrogen 
peroxide, which is often used, is dangerous. Bleed- 
ing ceases as quickly without its use as with it. 
Several cases calling for tracheotomy and several 
cases of death due to asphyxiation have been re- | 
ported from its use. 

In ordinary cases the time needed for the com- 
plete operation does not exceed two minutes. The 
tonsils are removed entire, and in fifteen hundred 
cases in which the writer has employed finger 
enucleation no serious hemorrhage has occurred. 

If difficulties arise it is not the fault of the tonsil, 
but of the technic; for any tonsil, whether in a 
child or in an adult, whether soft or cicatricial, 
whether partial removal has been performed or not, 
may be removed by finger enucleation. 
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THE GROWTH OF BONE. 

We have been taught to believe that bone regen- 
eration proceeds from the periosteum and that, in 
bone transplantation especially, the periosteal graft 
is the source of, and essential to, osteogenesis. Oc- 
casionally, one has been bold enough to suggest 
that under certain conditions the implantation of 
bone uncovered by its periosteum may be successful 
(see abstract, page 157). But no one hitherto, we 
believe, has asserted that the periosteum is devoid 
of osteogenic power. 

Our theories have been roughly shaken by Sir 
William MacEwen. In his little book, “The Growth 
of Bone,” just published,* he reports a series of 
animal experiments and a few clinical observations 
which seem to contradict our notions concerning the 
physiological function and the reparative property 
of the periosteum. MacEwen regards the peri- 
osteum as having to serve chiefly as a limiting mem- 
brane, checking the normal lateral growth of bone 
and, in cases of fracture, preventing, when un- 
broken, the spread of osteoblasts and formation of 
callus beyond the proper bone outline. This preven- 
tion is, in fact, accomplished in subperiosteal frac- 
tures, while in the other and more common varie- 


Maclehose Sons, Glasgow; The Macmillan Co., New 
York, 1912. $2.25 ne 


ties, as we well know, callus does extend through 
and beyond the periosteal tear. 

MacEwen’s dog experiments, well conceived and, 
it appears, carefully conducted, seem to show that 
bone regenerates from bone itself and not from peri- 
osteum. Further, he shows that the periosteum has 
no osteogenic power and that bone growth appar- 
ently from periosteum actually proceeds from bone 
plaques or osteoblasts adherent to this membrane. 

Lest we misstate his deductions, we quote from 
his “concluding remarks” : 

“Diaphyseal bone grafts live and actively proliferate 
in their new surroundings. Each osseous graft pro- 
liferates from its center, the whole fusing together 
into one mass. In proportion to the size of the bone 
graft, the smaller the graft the greater is the pro- 
liferation. The proliferation of bone is _proportion- 
ately in inverse ratio to the size of the graft.” 

This contradicts the generally held belief that 
bone grafts do not live but, gradually absorbing, 
serve only as a support and framework for new 
bone formation. MacEwen thinks also, it is seen, 
that small fragments of bone are more effectual, in 
transplantation, than a single large graft (disre- 
garding, presumably, the splinting function of 4 
large section of bone shaft), thus suggesting a re- 
version to an old type of bone implantation. 

“It may be deduced from the foregoing observa- 
tions and experiments that diaphyseal bone is repro-. 
duced: by the proliferation of osteoblasts derived from 
pre-existing osseous tissue, and that its regeneration 
takes place independently of the periosteum. The 
periosteum is not essential to bone production. 
Osseous tissue can pass through all the phases of its 
life, from its embryonic to its mature form, without 
the influence of or contact with this tissue. 

“The periosteum is of great use in limiting within 
specific boundaries the distribution of the osteoblasts, 
and preventing them during their evolutionary period 
from being scattered into the soft tissues, where their 
presence would be prejudicial to the function of these 
parts. . . . It has no osteogenic function. 

“Bone, bereft of its periosteum, does not therefore 

MacEwen presents certain other interesting ob- 
servations concerning the epiphyseal cartilage and 
the normal development of bone, but these we shal! 
not concern ourselves with here. 

We have said that his experiments appeared to 
be carefully conducted and his results, as presented, 
seem convincing enough. In some of the experi- 
ments, however, in which he removed a section of 
long bone in preparation for the insertion of a peri- 
osteum-free graft, his description does not make it 
quite clear that he was careful to remove all the 
periosteum from the muscles attached to the bone 
section taken away. It is this possibility that the 
skeptical will no doubt dwell upon; although certain 
other experiments, notably those in which bone was 
made to grow through a glass tube from each end 
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of the diaphysis after removing a large segment, 
quite exclude periosteal activity. 

Many further experiments are suggested by 
MacEwen’s series, by which to determine more cer- 
tainly not only the réle of the periosteum, but, defi- 
nitely, the processes of bone generation and regen- 
eration. 

Clearly, the developing surgery of bone and joint 
transplantation, the operative management of frac- 
tures, resections and bone plastics must be placed 
upon better established notions of bone repair. We 


shall probably have to revise those we have held, 


and, to a corresponding extent at least, our chapter 
of bone pathology may have to rewritten —W. M. B. 


FISTULA IN ANO AND TUBERCULOSIS. 
It is a bit surprising to encounter from time to 
time in modern surgical literature the repetition of 


the time-worn statement that “most fistule in ano — 


are tuberculous.” In the face of clinical experi- 
ence it is not easy to understand how this dictum 
developed. Probably it took origin in part from 
the observation of a certain number of instances 
of true tuberculous fistule and of fistule in tubercu- 
lous subjects, but also it is not unlikely that the 
chronicity of these fistule suggested a relationship 
to the notoriously rebellious tuberculous sinus in 
general. 

If anal fistula were usually tuberculous it would 
be far more common than it is among tuberculous 
subjects. “It has been estimated that 5 per cent. 
of all phthisical patients suffer from anal fistulas’* 
but in many of these cases the fistula is an incident 
and not a complication. 

In large groups of cases of tuberculosis, pul- 
monary or osteal, fistula in ano is only occasionally 
found, and, on the other hand, of individuals suf- 
fering with anal fistula most show no signs of 
tuberculosis or of the tuberculous habitus. 

Failure to cure these fistule is usually due to 


incomplete removal; tuberculosis cannot often be: 


truthfully offered as an excuse. It is time that this 
bogey disappeared from surgical teaching and that 
our notions of anal and rectal fistulae were squared 
with clinical experience.—W. M. B. 


*Von Bergmann-Bull, System of Practical Surgery, 1904. 


A needle buried in the abdominal muscles may 
have its position shifted considerably by the vio- 
lence of vomiting or struggling under narcosis or 
“scrubbing up” of the skin. Before operating for 
the removal of such an object, therefore, adminis- 
ter morphin before narcotizing, disinfect the skin 
with iodin rather than by scrubbing, and, if possi- 
ble, secure a final x-ray localization. 


Editorial Announcement 


GREATER NEW YORK NUMBER. 

The June issue of the AMERICAN JOURNAL OF 
Surcery will be another and extra large “Greater 
New York” Number. Those who have thus far 
arranged to contribute are: Charles N. Dowd, Willy 
Meyer, John F, Erdman, Lewis S. Pilcher, Howard 
Lilienthal, Robert T. Morris, Herman J. Boldt, 
John O. Polak, James P. Tuttle, Charles H. May, 
Wm. Meddaugh Dunning, E. L. Keyes, Jr., W. S. 
Gottheil, James P. Warbasse and Walter M. 
Brickner. 


Surgical Suggestions 


A gangrenous gall-bladder mucosa is usually 
easily stripped out (Mayo). It is a quicker pro- 
ceeding that cholecystectomy, and provides more 
rapid healing that mere cholecystostomy. 


Hemorrhage from an old, indurated gastric ulcer 
is a much more serious matter than bleeding from 
a more recent ulcer, since in the former the vessel 
may be unable to collapse and allow clotting. 


If blood is vomited in large quantity it is im- 
portant to distinguish, by the history and physical 
signs, between gastric ulcer and ruptured varicosi- 
ties of the esophagus. 


When the abdomen is opened to discover the 
sigmoid, if it is not found at once, search should 
be made toward the median line. 


If rectal examination in a case of intraabdomi- 
nal carcinoma reveals in the cul-de-sac the infiltra- 
tion known as “Blumer’s shelf” metastasis has 
developed and radical operation cannot be un- 
dertaken. 


An amebic colitis that has been quiescent fre- 
quently lights up after a complicating liver abscess 
has been drained. Such patients may recover from 
the abscess and succumb to the colitis. In all cases 
of amebic liver abscess, therefore, treat the bowel. 
also, by appendicostomy and irrigation, even 
though it is giving no symptoms. 


; 
: 
; 
l 
j 
. 
i 
“ 
4 i 
i 
4 
H 
3 
} 
5 
| 
q 
} 


AMERICAN 
JournaL or Surcery. 


SuRGICAL SOCIOLOGY. 


Apri, 1912. 


Surgical Sociology 
Ira S. Wile, M.D. 
Department Editor 


In the fight for the preservation of health, it 
must not be overlooked that certain conditions 
are likely to exist no matter what improvements 
may be made in the hygiene of occupation of fac- 
tories or of the personal mode of living. 

Varicosé veins present one of the unfortunate 
conditions that interfere with the general health 
of individuals and limit their usefulness in the 
industrial field. Long periods of standing at occu- 
pation tend to produce varicosity. This may be 
accentuated by such binding pressure as tight gar- 
ters or constraining garments. Varicose veins in 
themselves need not necessarily be a source of 
great distress unless, perchance, some traumatism 
converts the simple process into an ulcerative’ one. 
Varicose ulcers are among the bétes noirs of medi- 
cine. “While bandages or elastic supports may 
hold in abeyance the process of dilatation of the 
veins, the slight injury, with the consequent pain, 
inflammation and ulceration, may cause a state of 
semi-invalidism from which recovery is exceedingly 
slow. 

Three years ago at the Massachusetts General 
Hospital, under the Department of Social Service, 
a special investigation of varicose ulcers was made 
to see the effect of ordinary dispensary practice 
upon this condition. It was found, as is well 
known, that the treatment of varicose ulcers re- 
sulted mainly in wastefulness of materials, in neg- 
lect of the patients, and in the destruction of the 
patience of the dispensary physicians. The gen- 
eral advice that is so often given to the unfortu- 
nates suffering from this apparently trifling in- 
jury, is that they should not work, but should keep 
off their feet in order to facilitate the healing 
process. This manifestly is sensible advice, but 
thoroughly impracticable for those who depend 
upon their daily work for the satisfaction of their 
daily needs. While men must work to live, it is 
impossible to follow out advice of this nature. Of 
92 cases that were available for study at that time, 
it was found that five cases had been cured by opera- 
tion, while of 87 patients who had had the ordi- 
nary theatment of ointments and straps, only 31 
per cent. were found to have been healed, although 
the treatment had been continued for a period of 
over five years. Sixty patients were still suffer- 
ing from varicose ulcers, only seven of whom 
had had treatment for a period of less than five 
years. 

It was found that the younger, the more intelli- 
gent persons living under a better type of sanitary 
conditions, had had better results than those who 
were careless in their habits, suffering from impaired 
nutrition or lack of food, or living under condi- 
tions that were far from sanitary. The general 
indication has been that operative procedures may 
give better results than other treatment, although 


operation was undertaken in only a very small pro- 
portion of the cases. 

In order to restore to usefulness in the com- 
munity the large number of individuals suffering 
from varicose ulcers, it seems quite important that 
the Social Service Departments of our large hos- 
pitals and dispensaries should make special effort 
to get at and reach the sufferers from this condi- 
tion. It is just as important to restore the semi- 
invalid to a position of economic usefulness and 
independence as it is to spend large amounts of 
money for the care of cases of advanced tubercu- 
losis, recovery from which is practically impossi- 
ble. It is true that varicose ulcers do not present 
an aspect that is dangerous to the health of the 
community, and that segregation, therefore, does 
not enter into our calculations, but by throwing the 
burden of family support upon other members of 
households, the sufferer from varicose ulcers may, 
in a sense, be regarded as a factor in lowering the 
standard of family nutrition, which in itself is a 
producing factor to tuberculosis and similar dis- 
eases that are essentially social in origin and nature. 

A special clinic for the treatment of varicose 
ulcers and flatfoot is of tremendous social impor- 
tance, and the surgical treatment of this condition 
demands greater attention than at present exists. 
A clinic for chiropody has been organized in the 
City of New York, and its usefulness to the com- 
munity is undoubted. An extension of the facili- 
ties of such a clinic to the care of deformities of 
the feet and the treatment of varicose ulcers would 
be a step in the right direction. 


The increased use that is being made of hospitals 
and dispensaries is well shown in the report of the 
Hospital Saturday and Sunday Association of New 
York City. While the number of hospitals in the 
association has increased 114 per cent. during the 
last 25 years the number of hospital patients has 


jumped up 600 per cent. The number of free 
patients has risen 523 per cent. and the number of 
free hospital days has increased 230 per cent. 
Such a tremendous enlargement of the work of 
the hospitals has placed them under tremendous 
financial strain. In many of the hospitals there is 
financial aid from the city in part payment for the 
care given to patients who represent public charges. 
The municipality, through its own hospitals, cares 
for many of the poor who suffer from injury or dis- 
ease. As there are too few city institutions much 
of the burden of caring for the poor falls upon the 
voluntary hospital organizations that are scarcely 
able to meet the needs of their especial districts. For 
the assistance given to the municipality New York 


“City pays $1 per day for the medical cases, $1.10 


for the surgical cases, 45 cents for chronic cases, 
40 cents for children and $18 for the delivery and 
convalescence of maternity cases. This recompense 
is less than one-half the per capita cost of caring 
for the respective types of hospital patients. It does 
not appear to be proper that the care of public 
charges should fall upon private pocketbooks. If 
the voluntary hospitals were not existent there 
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would be less indifference to the city hospital situa- 
tion and there would be more institutions for the 
care of the poor. Inasmuch as the volunteer medical 
care is of very high grade, the city should recom- 
pense the hospitals more adequately from the city 
funds. The financial assistance should at least be 
equal to the per capita cost of caring for the poor 
in the established municipal hospitals. What holds 
true for New York City may be applied to the finan- 
cial administration of voluntary hospitals of other 
cities, where the establishment of free beds is made 
the basis of organizing the hospital. 

Hospitals for the most part are not supported by 
the pay patients or the interest upon invested funds, 
and the lack of adequate compensation creates the 
necessity of very liberal voluntary contributions. 

The distribution of voluntary funds to hospitals 
should be in direct proportion to the amount of pub- 
lic benefit. The nature of the services that hospitals 
of various classes offer to the community should be 
appreciated and understood by wiiling donors. The 
establishment of a clearing house of hospital infor- 
mation is enlightening. The utilization of such an 
agency for the collection and distribution of funds 
is a step in the right direction. Donors may desig- 
nate the particular hospital to which their conrtibu- 
tions are to be given or may permit the money to 
go into a general fund for division in proportion to 
the amount of free public service that the various 
hospitals yield. During 1909, in London, three Hos- 
pital Funds collected and distributed in this man- 
ner $1,210,000. During 1910, the New York Hos- 
pital Saturday and Sunday Association cared for 
$90,681 for distribution to 45 hospitals. 

The unification of hospital methods is desirable 
that the standard of all may be raised. Most hos- 
pitals are unable to tell the cost of dispensary service 
per capita, or to estimate the number of free days 
treatment that are given in the hospital or the dis- 
pensary. If the basis of the distribution of volun- 
tary funds were a full knowledge of the actual 
work of the institutions there would be introduced 
a uniform method of accounting, a systematic effort 
to effect economies and a more careful considera- 
tion of plans for the expansion of hospital and 
dispensary systems. There would be possibly a 
greater development of the ward and out-patient 
departments instead of the elaboration of plans for 
an increase of the service to be given to pay patients, 
desirable as is this phase of hospital development. 
It might even become possible for patients of mod- 
erate means to have a privacy that the high cost of 
rooms at present precludes. In the development 
of hospital systems the rich and the poor have 
received due thought, but the middle class has not 
been given sufficient consideration. 


Intratracheal anesthesia (Meltzer) promises to 
supplant the complicated and expensive pressure 
chambers for intrathoracic surgery. The introduc- 
tion of the catheter through the direct laryngoscope 
is not difficult and safeguards against the passage 
of the tube into the esophagus. 


Book 


Manual of Surgery. By Atexis TuHomson, F.R.C.S., 
Ep., Professor of Surgery, University of Edin- 
burgh; Surgeon Edinburgh Royal Infirmary, and 
ALEXANDER Mites, F.R.C.S., Ep., Surgeon Edin- 
burg Royal Infirmary. Volume I: General Surgery. 
Fourth Edition, revised and enlarged. Duodecimo; 
809 pages; 297 illustrations. Edinburgh, Glasgow 
and London: Henry Froupe and Hopper & Stoucn- 
TON, 1911. 

Although this fourth edition does not offer many ad- 
ditions to the previous one it is a book weil worthy of 
more than passing notice. This is especially the case be- 
cause Thomson and Miles’ manual is very little known in 
this country. 

The volumes on regional and operative surgery have 
not as yet reached the reviewer and his remarks are there- 
fore only concerned with Volume I. An up-to-the-minute 
spirit pervades the book. The subject-matter is systematic- 
ally and comprehensively dealt with and withal in so direct 
a manner that the reader may find in half a page all that is 
contained in a chapter in more diffusely written text- 
books. The author’s discriptions are couched in clean-cut, 
simple English. The book is very evidently for the prac- 
tical student and practitioner for the discussion of theo- 
retical and debatable matter and is curtailed as far as pos- 
sible. On the other hand, gross pathology receives a gen- 
erous amount of space in practically all the chapters. The 
sections on ulcer and ulcerations and that on diseases of 
bone appeal to the reviewer as the best in the book. 

Very little criticism can be made against the manual. The 


‘authors are apparently pronounced enthusiasts on Bier 


hyperemia, not only for treating infections but also in the 
treatment of tuberculosis. Authorities are certainly not 
yet in accord as to the result of Bier’s treatment; it is 


therefore not advisable to offer the treatment as a routine 


one, at the present time. In an extensive chapter on 

wounds by firearms far too little space is devoted to blank 

cartridge wounds, very important in ordinary civil prac- 
tice. Bloodvessel surgery is too briefly and superficially 
treated. The “operative treatment of simple fractures” is 

only cursorily touched upon. (Page 449.) 

These minor criticisms do not detract anything from the 
true value of this manual, intelligently conceived and writ- 
ten and well prepared for the reader by the publishers and 
artists alike. 

Operative Obstetrics, Including the Surgery of the 
Newborn. By Epwarp P. Davis, M.D., Professor ot 
Obstetrics, Jefferson Medical College, Philadelphia. 
Octavo ; 483 pages ; 264 illustrations. Philadelphia and 
London: W. B. Saunvers Co., 1911. Cloth, $5.50 net. 

The book is conveniently divided into four parts: 1. The 
Surgery of Pregnancy. 2. The rey of Labor. 3. The 
Surgery of the Puerperal Period. 4. The Surgery of the 
Newborn. The indications for the various operative pro- 
cedures are clearly stated and the treatment of normal 
obstetric events as well as of all the complications that 
may arise during pregnancy, labor and the puerperium is 
described in a comprehensive manner. The author’s rich 
experience is reflected in his management of the obstetric 
operations as described in the text and adds considerably 
to their interest. The book is profusely illustrated, and 
while the figures are for the most part borrowed from 
standard authors, they are exceedingly well chosen and 
serve to present the subject-matter in a manner approach- 


_ing that achieved by actual clinical demonstration. 


The chapter on the Surgery of the Newborn cannot fail 
to prove of great interest to the obstetrician as it is a 
phase of his work which usually receives scantier attention 
than it deserves. While works on operative obstetrics are 
rather numerous in foreign literature, the book by Davis 
is among the first in America to deal with the purely 
surgical features of obstetrics. The appearance of this 
book is not only welcome, it must also add to the dignity 
of a branch of surgery which has been slowly but surely 
gaining recognition. 
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Practical Gynecology. A Comprehensive Text-Book 
for Students and Physicians. By E. E, MontcomeEry, 
M.D., LL.D., Professor of Gynecology, Jefferson Medi- 
cal College, Philadelphia, etc. Fourth Edition, re- 
vised and rearranged. Large octavo; 857 pages; 5! 
illustrations, mostly original drawings. Philadelphia: 
P. Braxiston’s Son & Co., 1912. 

This is the third revision of Montgomery’s “Text-Book 
of Gynecology” since its first appearance in 1900. In each, 
the author has made an effort to keep it abreast of modern 
gynecological pathology and therapeutics. 

In the fourth edition the subjects are quite rearranged 
to provide a more logical order, and in this Montgomery 
_ has, we think, greatly improved his work. : 

We turned, with much interest, to the subject of chronic 
endometritis to note the author’s present views concerning 
curettage. He says “Constitutional treatment is of marked 
value” . . . “Careful antiseptic or aseptic curetting is 
the proper form of treatment in all forms of endometritis, 
whether complicated or uncomplicated.” But he adds fur- 
ther on, “Curetting is contraindicated in well-established 
pathologic changes in the adnexa and in chronic peri- 
uterine inflammation unless immediately followed during 
the anesthesia by an abdominal incision for the correction 
of the pelvic lesions.” While the curette is still pretty gen- 
erally wielded as the weapon of warfare against “chronic 
endometritis,” there are a few thoughtful observers who 
do not agree that “curetting is the proper form of treat- 
ment in all forms of [chronic] endometritis.” The 
pathology, too, of chronic endometritis, as briefly stated by 
Montgomery, leaves much to be desired. After the intro- 
ductory paragraph on chronic endometritis (245, page 355) 
there are curiously inserted two paragraphs which clearly 
were intended to appear elsewhere. We note other typo- 
graphical errors that ought not to have been overlooked. 

As a working text-book and as a convenient reference 
to modern gynecological operations and therapeutic meas- 
ures, we commend this well illustrated and well arranged 
work. We must protest, however, that a text-book of 
gynecology which, in 1912, passes over cystoscopy with 
less than half a page of reading matter, is not altogether 
“comprehensive.” 


Surgery and Society. A Tribute to Listerism. By 
C. Sateesy, M.D. F.R.S.E. Octavo; 395 
pages. New York: Morrat, Yarp & Co., 1912. 
Price, $2.50 

This book champions the cause of surgery and challenges 
the delirious utterances of anti-vivisectionists. The breadth 
of the author’s horizon is manifest in his conception of the 
effects of Listerism upon the national control of disease 
and its relation to the eugenic movement. A considera- 
tion of the English National Insurance bill is particularly 
interesting at the present time when the bill is under gen- 
eral discussion and the test of its value has not been 

demonstrated. 

_ The book is written in a free, popular way and is de- 
signed more for the education of the public than for the 
inspiration of the medical profession. As a tribute to 
surgery it is of immense importance and is filled with in- 
formation that might well be appreciated by surgeons for 
the purposes of taking their place in the public forum in 
defense of the benefits that surgery has contributed to 
humanity, and which are constantly being assailed by those 
suffering from what Dana has called. the “zoophile neu- 
rosis. 


Minor and Emergency Surgery. By Wa ter T. Dann- 
REUTHER, M.D., Surgeon to St. Elizabeth’s Hospital 
and to St. Bartholomew’s Clinic, New York City; 
Ex-House Physician and Surgeon Jersey City Hos- 
pital, etc. Duodecimo; 226 pages; illustrated. 
Philadelphia and London: W. B. Saunpers. Com- 
PANY, 1911 

The object of this small manual of minor surgery is to 
supply the needs of the hospital interne. The author 
takes the viewpoint of complete ignorance of all practical 
knowledge in the medical school graduate. The work will 
accordingly be found of a very elementary nature. None 
of the subdivisions of the subject is thoroughly treated, 


the author’s object apparently being a brief sketch of the 
general methods by treatment of the various injuries de- 
scribed. 

The best chapters in the book are those dealing with 
fractures, simple and compound. A spirit of dogmatism, 
however, prevades these as well as other sections of the 
volume. If, for example, the treatment of ulcer of the 
leg (page 154) were as simple as the author describes, there 
would be far fewer chronic ulcers of the leg than one 
generally finds in the clinics . 

The illustrations, the work of Miss Eleanore Fry, are 
admirably done; the text is simple and concise, and the 
publishers have done their share to make the book an at- 
tractive one. 


Text-Book of Medical Jurisprudence and Toxicology. 
By Joun J. Reese, M.D. Eighth Edition, revised by 
D. J. McCartuy, A.B., M.D. Octavo; 660 pages. 
Philadelphia: P. Braxiston’s Son & Co., 1911. $3.00 
net. 

This revised edition of Reese’s work contains an ad- 
ditional feature in the résumé on anaphylaxis which 
is embodied in the chapters on toxicology. The latter, 
consisting of 270 pages, form a valuable part of the book. 
There are also extensive additions to the chapter on in- 
sanity and commitment concerning which very definite in- 
formation is given. The whole book is replete with in- 
teresting facts, practical and helpful suggestions in con- 
ditions that are usually regarded as on the borderline of 
medicine and hence perhaps ordinarily fail of important 
consideration in the curriculum of medical schools. While 
much of the subject-matter may be found in isolated 
‘treatises and encyclopedias, the chapters in Reese’s book, 
on Personal Identity, Causes Producing Violent. Death, 
Feigned Diseases, Pregnancy, Criminal Abortion or Feti- 
cide, Infanticide, Rape and Malpractice, present in a con- 
cise, condensed manner all the essential facts which the 
— of medicine or the practitioner especially is anxious 
to know. 


London Practitioners’ Manuals—Anesthesia and Anal- 


esia. By J. D. Mortimer, M.B. (Lond.), F.R.CS. 
Eng.), Anesthetist Royal Waterloo Hospital; Throat 
Hospital, Golden Square, etc. Duodecimo; 276 pages; 
illustrated. London. UNrversity or Lonpon Press, 
1911. 

We find this an extremely elementary manual in which 
unimportant details are unduly emphasized and repeated, 
and many important facts are left untouched. The 
classification is rather poor and because of the too numer- 
ous repetitions and cross-references, the work loses any 
value it might have possessed as a reference book. Rectal 
anesthesia and intratracheal insufflation are not even men- 
tioned. The subject of status lymphaticus is given but one 
paragraph of some twenty lines, while the administration 
of fluids, such as intravenous and subcutaneous injections, 
a subject not really in the province of the anesthetist, is 
discoursed upon in six pages. The author makes no at- 
tempt to discuss the theories of narcosis. 


A Handbook of Practical Treatment. By many writ- 
ers. Edited by Joun H. Musser, M.D., Professor 
of Clinical Medicine in the University of Pennsyl- 
vania, and A. O. J. Ketry, M.D., late Assistant Pro- 
fessor of Medicine in the University of Pennsyl- 
vania. Volume III. Large octavo; 1095 pages. 
Philadelphia and London: W. B. Saunpers Com- 
PANY, 1912. 

In this, the third and last volume of the series, Con- 
stitutional Diseases, Diseases of the Respiratory, Digestive. 
Urinary and Nervous Systems, Diseases of the Muscles 
and Diseases of the Mind receive consideration. There 
are 56 chapters written by 38 authors. The book covers 
such an immense scope that it is impossible to give the 
text a detailed review. It will suffice to say, however, 
that its perusal has afforded satisfaction with the merits of 
the work. No completer work on therapy is extant, nor 1s 
there one that possesses more authority or catholicity. 
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Free Transplantation of Bone (Beitrige zur Freien 
Knocheniiberpflanzung), N. J. BascHKIRzEN and N. 
N. Petrow, St. Petersburg. Deutsche Zeitschrift fiir 
Chirurgie, February, 1912. 

Opinions are still divided on the subject of the viability 
of bone transplants—one school believing that the trans- 
planted bone remains viable, another school that the bone 
acts only as a viaduct for bone cells that migrate from the 
edges of the defect, a third group of observers believing 
that the bone remains alive if transplanted with its 
periosteum. 

The authors have made a careful clinical and experi- 
mental study of the whole question of free transplanta- 
tion. They conclude that most of the bone cells of the 
transplant die very quickly, that a few exceptionally well- 
nourished cells may remain viable for a considerable period, 
but finally die. Periosteum is not necessary for success- 
ful transplantation if the bony defect is surrounded by 
muscle, to which the old periosteum is attached. This 
holds true unless the defect is a very great one and, even 
here, a non-periosteal transplant may be completely success- 
ful. As far as regeneration is concerned the autoplastic 
transplantation is not successful; destruction of the graft 
is very unlikely. It should be stated, however, that the 
reaction of the tissues about a piece of transplanted bone 
is a very varying one, for reasons that are as yet very 


_ obscure. 


Concerning the practical question of transplantation of 
bone with its periosteum the authors decide that, although 
they believe they have proven that periosteum is not es- 
sential, it is safer to make a periosteoendosteal graft. The 
role of the periosteum is not yet definitely determined; 
however, it aids in the more rapid and firm union of the 
graft with the adjoining bone, inhibits a too rapid ab- 
sorption, and may possibly keep the underlying bone sup- 
plied with bone cells for a time. 


The Three Rules of Treatment in Adult Joint Tubercu- 
losis. Lronarp W. Ety, Denver. Journal of the 
American Medical Assosciation, February 24, 1912. 

After mentioning the chaotic condition as regards 
surgical practice in adult tuberculosis joint disease, Ely lays 
down three rules which he submits for adoption in the 
surgery of the affection. They are based not only on 
clinical experience, but also on laboratory examination of 
his own and others’ results. The first rule is that the 


treatment in adult tuberculous joints should almost in- 


variably be radical. Painless and useful function of these 
joints is a dream, except in the mildest cases, and treat- 
ment with this aim should not be continued over six 
months, if undertaken at all. If the bone is much damaged 
it is not worth while to try it. In the spine, however, there 
is no field for radical treatment. While this rule may be 
challenged, he says he will not accept the reports of 
brilliant success from conservative treatment. Such cases 
frequently relapse. The second rule is that we should aim 
to deprive the joint of function, and the simplest and 
best way to accomplish this is by resection. If the synovial 
tissues and the red marrow of the joint are removed there 
is no field for the bacillus to work, and the object of re- 
section is not to remove all diseased tissue but to deprive 
the bacillus of its points of attack. There are two ex- 
ceptions to this rule: first, the joints of the tarsus and 
carpus. Here the only hope is in a sufficiently wide re- 
section or in amputation. Partial operations are worse 
than useless. The other exception is that, if the patient’s 
vitality is very low, amputation is probably better than re- 
section. The third rule is that in all operations on tuberc- 
ulous joints secondary infection must be avoided at all 
points. Scraping and packing tuberculous joints and 
abscesses should never be practiced, and if drains are used 
they should be removed soon. The reason for this is that 
tissues, at first resistant, may become vulnerable to second- 
ary infection. The hypothesis of the pathogenesis of joint 


tuberculosis which he offers is as follows: “The accepted 
relation of the lymphocyte (or similar cell) to the tubercle 
bacillus is at least not an invariable one. Let us assume 
that the lymphoid cell, instead of being the antagonist of 
the tubercle bacillus, bears the same relation to it that the 
red blood-cell bears to the plasmodium of malaria, or the 
polymorphonuclear bears to the gonococcus. In other 
words, the lymphoid cell is not the antagonist of the 
tubercle bacillus, but its prey.” If secondary infection has 
occurred, vigorous efforts should be made to overcome it 
by cupping, bismuth paste injections, etc., before resorting 
to operation. 


Treatment of Non-Union of Fractures. J. S. Horstey, 
Richmond. Journal American Medical Association, 
February 3, 1912. 

The fault in true non-union fractures, according to J. S. 
Horsley, is due to the failure of the tissues to deposit lime 
salts, and after excluding all local and constitutional 
causes there still remains a group of cases in which this 
condition seems to occur and the bones fail to unite. There 
are two indications for the treatment of these cases, 
namely, to increase the quantity of lime salts in the blood 
and, second, to induce a larger quantity of blood-flow 
through the affected bone. The first indication is met by 
the administration of calcium salts, usually in the form 
of hypophosphates. Thyroid extract has been recom- 
mended, but its method of action is uncertain and re- 
ports are conflicting as regards its efficacy. It may, how- 
ever, act as a hormone. The diet and personal hygiene 
must, of course, be carefully attended to. The second 
indication, increasing the circulation, must be carried out 
by local measures, and Horsley recommends the introduc- 
tion of a sterile foreign body into the tissues to induce 
hyperemia. This idea was suggested to Charles Mayo by 
the fact that a sequestrum or a clot induces a growth of 
new bone around it. He therefore uses a sterile ivory pin 
in the medulla of the bone in cases of ununited fracture. 
It does not fit tightly, is unabsorbable, and instead of the 
ends being smooth they should be a little jagged so as to 
induce blood-clots and hyperemia. Another useful meas- 
ure is Bier’s hyperemia, obstructing the venous circula- 
tion for from ten to forty minutes every day. An im- 
portant matter is the amount of bone to be made. Fre- 
quently in these cases the ends of the bone are one solid 
mass, which exhausts and blocks off the nutrition. Hence 
it is advisable to drill out the end of the bone and expose 
the medullary cavity, which is best done with a burr, 
though a small chisel may be gently used to enlarge the 
opening. Horsley reports a case, showing the difficulty 
of nutrition in these cases. The fixation of the 
fracture is probably the least important matter. With 
good personal hygiene, absence of constitutional trouble 
and observance of the local indications, such as cleaning 
out the ends of the bone and roughening them and insert- 
ing an ivory pin inside, it matters little what method of 
fixation is used so the limb is put in its proper axis. He 
uses a silver plate fastened by one or two screws in each 
end of the fracture. This is best placed on the periosteum, 
or, if that has been denuded, it should be sutured around 
the plate. The wound is closed without drainage and a 
plaster-of-paris cast or some other splint applied. The 
retentive apparatus should be used for several months, 
changing it every few weeks. After three or four weeks 
it is best to begin the use of the limb very gradually, in- 
creasing it each day. 


The Treatment of Simple Fractures: A Study of Some 
End Results. J. M. Hirzrot, New York. Annals of 
Surgery, March, 1912. 

The medical profession is at present divided in its 
opinion of the treatment of simple fractures between those, 
headed by Lane, who see an operative indication in almost 
every case, and those who find that operation is indicated 
only in rare and exceptional instances. “The crux of the 


_entire question seems to be in what is to be most desired 


in the treatment of fractures, accurate anatomical re- 
position by open methods or approximate alignment as 
shown by the X-ray, with restoration of function to a de- 
gree sufficient for all practical purposes.” Hitzrot be- 
lieves that the one important thing is the satisfactory 
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functional result and that this can, in the vast majority 
of instances, be obtained by non-operative reduction of 
simple fractures. 

The studies upon which the opinion of the writer is 
based are those of end-results. The material is very 
voluminous and has been most critically analyzed. The 
methods employed cannot be described in a brief abstract; 
they are well worthy of careful perusal. 


Decompression Dgeretions for Fractures of the Base 
of the Skull. R. L. Payne, Jr., Norfolk. Journal of 

the American Medical Association. February 17, 1912. 
Payne advocates decompression operation as the only 
correct treatment for basal fractures of the skull, as in- 
dicated by the experimental results of Hill, Cushing and 
Krause. Heretofore, the treatment had been irregular and 
the mortality 64 per cent. up to within the last five years. 
He reports a case treated by decompression, with remark- 
ably good effects closely following. There was complete 
paralysis of the lower right face, right half of the tongue, 
the right arm and leg. The breathing was stertorous, 
close to 44. There was high blood-pressure, pupillary 
dilatation and profound unconsciousness. A large osteo- 


plastic flap was turned down, the dura found to be very: 


tense. When nicked, the cerebrospinal fluid came out in a 
jet. The patient’s pulse immediately rose to 70, and twelve 
hourse afterward he could move the paralyzed foot slightly. 

At the end of a week he had regained the use of his 
tongue, arm and leg, but the facial paralysis still per- 
sisted at the time of his discharge, though he was other- 
wise completely recovered. Wilson remarks that lumbar 
puncture, though of diagnostic value immediately after the 
injury, often results seriously if used as a therapeutic meas- 
ure. The sudden withdrawal through the spinal route 
when the pressure is very high permits the medulla and 
pons to be sucked into the foramen magnum, causing fatal 
pressure on vital centers. Several such cases have been 
reported. The dangers of venesection as formerly prac- 
ticed in apoplexy, basal fractures, etc., are manifold, the in- 
creased intracranial pressure on the vital centers in the 
medulla tending to cause an anemia which acts as a 
stimulant to the vasomotor centers and a depressant to 
the respiratory centers. The vasomotor stimulation causes 
general constriction of the vascular system, especially the 
splanchnic, resulting in the increase of blood-pressure which 
is raised elsewhere sufficiently to overbalance the intra- 
cranial tension, and this again relieves the local anemia 
and the respiratory center resumes its function. The im- 
portance of closely watching the blood-pressure in these 
cases is emphasized. A pronounced rise would indicate 
the necessity of immediate decompression, while a fall 
would probably mean a fatal outcome through respiratory 
failure. 


Observations Upon a Series of Forty-three Laminec- 
tomies. C. Etsperc, New York. Annals of 
Surgery, February, 1912. 

These observations are based upon a series of 48 con- 
secutive operations upon the spine, 13 of which were for 
tumor. Four of these tumors were intramedullary ones 
and all were treated by a method of extrusion described 
by Beer and the author; i. ¢., an incision was made in the 
posterior columns of the cord over the tumor at the first 
operation, and at the second stage, performed about one 
week later, the tumor was found more or less extruded 
from the cord substance and therefore removable with a 
minimal amount of injury. Elsberg also observed that the 
extrusion method was of considerable value in tumors of 
the cauda equina. 
were operated upon in the two-stage method and, in every 
instance, the tumor was far more easily detached from the 
nerve-roots than formerly, when removal was essayed at 
one setting. 

After operation the sensory symptoms (especially pain) 
are the first to improve and yet the last to entirely dis- 
appear. In many instances improvement only begins days 
or weeks after operation. Knee and ankle reflexes may 
remain absent for years after most of the other sensory or 
motor symptoms have disappeared. 

There were a number of exploratory laminectomies in 
which no lesion was found at operation to account for the 


_Gastro-Enterostomy. 


Three endothehomata in this region: 


symptoms. Elsberg observed a marked improvement in. 
the sensory and motor symptoms in several of these cases, 
so pronounced that he believes the improvement dependent 
upon the decompressive effect of the laminectomy and not. 
upon any possible psychical factor. The importance of 
careful hemostasis and of accurate approximation of the 
dura, muscles and skin is emphasized. 


Cancer of the einige var Its Surgical Cure. By Wi- 
L1AM J. Mayo, Rochester, Minnesota, Surgery, Gyne- 
cology and Obstetrics, February, 1912. 

At the present time, according to Mayo, not more than 

half of the cases of carcinoma of the stomach could be 
diagnosed sufficiently early to perform a radical operation. 
Laboratory methods have so far been of little help in this. 
direction. When a mass is felt in the region of the pylorus 
and obstructive phenomena are also present the presump- 
tive evidence is strongly in favor of a cancer of the 
stomach. Food remnants may be tested for by feeding the 
patient with his evening meal some half-cooked rice and’ 
a few raisins. If these are found in the morning on pass- 
ing the stomach tube before breakfast when the stomach 
should be empty they are indicative of pyloric obstruction. 
The test should be repeated several times, and if the same 
result be obtained and the patient’s history and a general 
examination give data suspicions of cancer of the stomach, 
the responsibility of delay should be placed upon the pa- 
tient. Operability depends largely upon the location of 
the disease in the stomach. Carcinomata in the pyloric 
antrum, with an occasional growth in the body of the 
stomach, comprise the large majority of cases in which 
radical removal is practicable. 
_ Inoperability without actual exploration is pronounced 
in the presence of marked cachexia, in evidences of peri- 
toneal extension to neighboring organs or by gravity to- 
the pelvic organs, in the presence of ascites, of carcino- 
matous glands, especially in the left supra-clavicular fossa, 
and when there is a “button umbilicus” due to lymphatic 
extension of free carcinoma cells in the abdomen. 

)f 863 operations for gastric cancer only 307 were 
radical operations ; the remainder were gastrojejunostomies. 
or gastrostomies for palliation or explorations. The ex- 
plorations did no good; occasionally they were harmful. 


J. Rusett Versrycxe, Washing- 
ton, D. C. Charlotte Medical Journal, February, 1912: 
Verbrycke emphasizes the fact that the number of indi- 
cations for performing gastro-enterostomy is_ strictly 
limited, and that the operation is not only useless but 
often distinctly harmful when otherwise employed. Gastro- 
enterostomy is indicated in benign obstruction of the 
pylorus, in certain cases of duodenal ulcer, as a palliative 
operation in irremovable carcinoma. The usefulness of 
the operation ends here unless it be combined with other 
procedures at the time. In gastric atony and in the 
neuroses it is contra-indicated. A thorough course of 
medical treatment should follow every operation in order 
to insure good results. 


The Prevention and Treatment of Ventral Hernia. 
. S. Jupp, Rochester, Minn. The Journal-Lancet, 
March 1, 1912. 

In a very beautifully illustrated article Judd calls at- 
tention to the causes of ventral hernias and what steps- 
have been taken at St. Mary’s Hospital to prevent them. 
Observation of the following points in technic have beer 
found of use: 

1. Where it is decided to remove an appendix through 
a right rectus incision made primarily for a gall-bladder 
operation, instead of enlarging the incision downward and 
thereby cutting through important nerves, it is best to- 
= a second separate split-muscle incision over the ap- 
pendix. 

2. In pelvic operations where a median incision is made, 
a weak spot results whether the fascia of the linea alba is- 
sewed together or whether, tlie incision having been made 
slightly to one side of the mid-line and the sheath of the 
rectus opened, the strip of separated rectus is sewed to 
the remainder of the muscle. To obviate this the sheath of 
both recti should be opened and the muscles and their: 
sheaths should be brought together in the mid-line. 
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8. An incision through the aponeurosis of the external 
oblique is best closed by imbricating. : 

4. Under no circumstances should the fibers of the in- 
ternal oblique be cut across in enlarging a split-muscle 
incision. If more room is needed, the best procedure is 
to enlarge the incision in the external oblique and then to 
make another separation in the fibers of the internal 
muscle, either higher or lower than the original separation, 
as needed. 

5. In operations on the bladder, a transverse incision 
about 1% inches above the pubis is made down through 
the sheaths of the rectic. The muscles are then separated 
in the mid-line but no fibers are cut. 

Operation for the cure of ventral hernia in stout sub- 
jects should be preceded by a course of treatment in order 
to reduce the patient's weight; this should last from two 
to six weeks. During this time the patient spends several 
hours each day in reducing or attempting to reduce the 
hernia, so that at operation the danger from suddenly in- 
creased intra-abdominal pressure may be minimized. 

The steps of the operation are given in detail, special 
stress being laid on the following points: (a) Autuplastic 
flaps of scar-tissue, muscle, fascia and peritoneum should 
be made and overlapped. (b) Under no circumstance 
should any scar-tissue or excessive tissue of any kind ex- 
cepting fat be sacrificed. (c) Hemostasis must be most 
complete. 

Fifteen to eighteen days in bed after the operation are 
sufficient. A truss should not be used but a general 
abdominal binder is advised. 


Further Advances in the Therapeutic Use of the Bile 
Tracts. L. L. McArtuur, Chicago. New York 
Medical Journal, January 27, 1912. 

McArthur first suggested this measure three years ago. 
Since then ‘Matas has introduced a modification of the 
technic, whereby instead of introducing the therapeutic 
substance through the cholecystostomy tube, as McArthur 
suggested, it is injected through a catheter which at the 
operation is passed for a short distance into the common 
duct. In this way, Matas introduced such substances as 
diuretin, strychnine, castor oil and purgative waters. Mc- 
Arthur gives the following indications for the therapeutic 
use of the bile passages: In obstructive jaundice, where 


‘there is an associated nephritis, the introduction of large 


quantities of saline solution directly into the duodenun is 
very beneficial and may prevent anuria. Mayo recom- 
mends the same procedure to check the vomiting after 
gallstone operations. To induce peristalsis after gallstone 
operations he also recommends saline solution, to which is 
added a few grains of bicarbonate of soda, in order to 
testore some of the alkaline fluids in the intestinal tract 
lost at the operation. McArthur also believes that his 
method is better than jejunostomy, when the latter is 
indicated, and suggests its employment in cases of tuber- 
culosis of the small intestine. 


Surgical Treatment of Acute Pancreatitis, WW. Korrte, 
Berlin. Annals of Surgery, February, 1912. 

This paper is an exhaustive analysis of the large ma- 
terial of the writer as well as a comparison of his re- 
sults with those attained by other surgeons. The diag- 
nosis of many cases of acute pancreatitis is very uncer- 
tain; the most important feature of the clinical picture is 
the peritoneal inflammation which, when localized in the 
upper abdomen, points to a pancreatitis. When the ab- 
domen is opened and odorless sero-sanguinous fluid is 
found the pancreas should be examined. Fat necrosis is 
direct evidence of pancreatitis. 

The basis upon which the operative results of acute pan- 
‘creatitis have shown steady improvement in the past few 
years is the fact that cases presenting evidence of peri- 
toneal inflammation are placed in surgeons’ hands at 
earlier stages. According to Koerte’s experience early 
Operation is of the greatest importance in acute pancreat- 
itis. Of 16 patients opersted upon during the first week 
of the illness, 11 recovered; one-half of 14 operated upon 
‘in the second and third weeks died; all of those operated 
‘upon later died. It is of course true that early operation 
in acute pancreatitis cannot offer the definite results of 


early operation in appendicitis, cholecystitis, etc., because 
the lesion cannot be removed. The best results were ob- 
tained in those cases which had not as yet gone on to ex- 
tensive necrosis, in the instances in which encapsulated 
effusions surrounded the inflamed gland, and when local- 
ized abscesses were found in the gland. The prognosis is 
very unfavorable when extensive pancreatic necrosis with 
or without peripancreatic pus infiltration exists. 

The median incision is the best method of approach, 
especially in the early cases. It permits exposure of the 
bile-passages, not infrequently the cause of pancreatitis, at 
the same time. The pancreas itself is most readily exposed 
by division of the gastrocolic omentum. Koerte believes 
that the organ should be bluntly incised in several places, 
even when pus is not encountered, and drains introduced 
through these openings. A left-sided lumbar incision 
should be reserved for those instances in which the tail of 
the pancreas is the seat of disease, or in which there-is a 
retroperitoneal exudate. It can often be judiciously com- 
bined with the anterior incision and with right-sided lum- 
bar drainage. Empyema of the gall bladder or other acute 
disease of the bile-passages may be found; such disease 
should receive only provisional treatment, because patients 
the subjects of acute pancreatitis cannot withstand ex- 
tensive operation. 


The Treatment of Peritonitis by Sugar Solutions, on a 
Biological Basis. (Die Zuckerbehandlung der Bauch- 
fellentzuendung [Peritonitisbehandlung auf  Bio- 
logische Grundlage]). Kuun, Kassel. Archiv 
fiir Klinische Chirurgie, Vol. 96, Parts III and IV. 

The observations of the author are based on very ex- 
tensive biological and bacteriological experimentation. The 
premise upon which he worked is the necessity for doing 
more for a peritoneal exudate than removing the offend- 
ing focus and irrigating or sponging out the fluid. Any 
procedure in the presence of a peritonitis, however, must 
be rapid and involve a minimal amount of trauma. 

Sugar solutions are the most potent means of counter- 
acting the inflammatory condition. Such solutions of sugar 
should be concentrated and may be employed as irrigating 
fluids or directly poured (through large tubes) into 
various recesses. No other substances have the charac- 
teristics of the sugar solutions. 

Concentrated sugar solution in the peritoneal cavity aids 
drainage, interferes with the formation of secondary 
abscesses, and helps to preserve the peritoneum itself. 
Hemolytic and toxic products, the direct results of peri- 
toneal inflammation are found to a much smaller extent 
in the presence of sugar solution, inasmuch as Kuhn has 
demonstrated the inhibiting power of the solution under 
these circumstances. 

When placed in the peritoneal cavity sugar solutions 
start a flow of fluid through the drainage opening in the 
abdominal wall, and the abdominal cavity is thus con- 
stantly flushed and siphoned. Furthermore, sugar solution 
inhibits coagulation in the peritoneal exudate, thereby ren- 
dering free drainage more likely. 

There is comparatively little indication for the employ- 
ment of sugar solutions in early peritonitis (first 48 
hours). It is in the later cases and in cases in which 
abscesses have formed that the solutions have their chief 
indication. The best sugar is grape-sugar, and the best 
technic is, according to the author, to first irrigate with 
a weak solution of sugar (in normal salt solution) then to 
pour into the various abdominal recesses more concen- 
trated (10-20%) solutions. It should finally be em- 
phasized that, according to Kuhn, these sugar solutions are 
harmless locally as well as to the organism. 


Réntgen Rays in Prostate—A Thera- 
peutic Study. J. W. Hunter, Jr. Norfolk. Ameri- 
can Journal of Medical Sciences. February, 1912. 

_ Hunter reports seven cases, in most of which a marked 

improvement in subjective symptoms and signs of the 

tumor was apparent. The X-rays are applied directly to 

the perineum and in full physiological dosage. For the 

details of treatment the reader is referred to the original 

paper. Hunter believes that the method is of value in 

ge where operation for one reason or another cannot 
one. 
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Clinical Observations from 203 Patients Operated on 
for Renal Tuberculosis. W. F. Braascu, Rochester, 
Minn. Journal of the American Medical Association, 
Feruary 10, 1912. 

Males were most numerous—61 per cent.—and 29 of 
the patients were above 40 years of age. Hematuria was 
present in 60 per cent. of the cases and about twice as 
often in the male as in the female. There was bladder ir- 
ritability in 86 per cent., renal pain, either alone or with 
bladder irritability, in 25 per cent., and hematuria in 6 
per cent. of the cases as primary symptoms. Renal tumor 
was palpable in only 20 per cent. of the cases. Braasch 
discusses the pathologic conditions of tuberculous kidney 


and ureter as depending on the number and character of © 


strictures in the latter. If the first stricture is near the 
bladder a varying dilatation of ureter above it and of the 
renal pelvis will follow according to the degree of the 
constriction, but there also may be multiple strictures 
below it. If the ureter becomes closed early a large 
pyonephritis may result; if late, only a caseated remnant of 
the kidney may remain. If the constriction is so great as 
to prevent any infection reaching the bladder the process 
is called autonephrectomy, and in such cases the bladder 
may recover entirely, though there is usually some sporadic 
reinfection. The bladder symptoms are then often ob- 
scured and the absence of pus or tubercle bacilli in the 
urine may mislead the physician. The cystoscope will 
often reveal areas of ulceration in the bladder roof and 
the radiograph may be of corroborative value in. the diag- 
nosis, showing calcium deposits in the caseated areas. 
While, as a rule, the urine is acid and only tubercle bacilli 
present, secondary infection may occur and is often at- 
tended with a decrease in bladder irritability which is of 
special interest. The tuberculous nature of the case may 
be obscured by the secondary inflammatory process. The 
question of resistance is still an open one and spontaneous 
cures are distrusted. In the majority of cases the disease 
is progressive from the beginning; in others more resistant 
—there are intermissions for a while but the disease 
usually becomes progressive, and in a few cases with but 
slight evidence of infection it may disappear entirely. Some 
observers have reported symptomatic cures in advanced 
cases, but possible recurrences must be allowed for, and a 
closed ureter which would be followed by a symptomatic 
cure is not uncommon. The increased resistance in older 
adults is of interest. In most of the patients over 40 
the symptoms were moderate and of several years’ stand- 
ing. Cases that could be regarded as tuberculous from an 
ascending infection were less than 5 per cent. of the tuber- 
culous bladders observed. In over 60 per cent. of the male 
cases evidence of the disease was found in the epididymis, 
testicle, vas deferens or prostate. The lungs were found 
affected in 6 per cent., and joint tuberculosis in 7, but bone 
lesions is only 3. The differential diagnosis is to be made 
between pyelitis, calculus, single kidney and cold abscess. 
The cystoscopic technic is difficult and the chances.of error 
are pointed out in detail. There may be a mistaken 
diagnosis of malignancy and errors may be made in esti- 
mating the amount and character of the urinary, secretions. 
When the condition of the healthy kidney cannot be de- 
termined by cystoscopy, bilateral surgical exploration is 
needed. According to the experience at Rochester, bi- 
lateral kidney tuberculosis comes on only after one has 
been diseased for several years, in the majority of cases, 
and pulmonary infection is a frequent complication. In 
three cases the adrenal gland was involved in the tuber- 
culous process. Six of the 203 patients died in the hos- 
pital. Excluding very recent cases, they have subsequent 
histories of only 70 per cent. Of these, 18 per cent. are 
reported dead. Of the 82 per cent. living, all but 13 per 
cent. reported improvement or recovery from their pre- 
vious symptoms. Braasch considers operative mortality 
rather a negligible factor in nephrectomy for renal tuber- 
culosis and that a permanent cure may be expected in fully 
75 per cent. 


Concerning Ureterostomy (Ueber Ureterostomie). 
K. FranK, Vienna. Deutsche Zeitschrift fiir Chirurgie, 
February, 1912. 

A careful review of the results of the various types of 
ureterostomy generally practiced leads the author to the 


conclusion that none of the methods of ureteral implan- 
tation is satisfactory. It was therefore determined to im- 
plant the ureters into the anterior abdominal wall. The 
operation is indicated for exclusion of the bladder (in- 
operable carcinoma, extensive tuberculosis) and as the 
first step preliminary to total resection of the bladder. In 
all four cases in which ureteral implantation into the skin 
has been performed (by Zuckerkandl in ‘his clinic) the re- 
sults were satisfactory. Frank therefore believes that this 
is the best method of ureterostomy and describes in detail 
the technic and the aftertreatment. 


The Experimental Production of Basedow’s Disease 
(Zur Experimentellen Erzeugung des Morbus 
Basedowii). E. Bircuer, Aaran, Zentralblatt fiir 
Chirurgie, February 3, 1912. 

Bircher has discovered that if a small portion..of the 
thymus from a case of status lymphaticus is implanted 
into the abdomen of a dog the animal very promptly 
acquires all the classical symptoms of exophthalmic goiter, 
such as tachycardia, exophthalmos, tremor, lymphocytosis, 
enlarged thyroid and cachexia. It is not necessary to 
implant the thymus from a case of exophthalmic goiter 
(status lymphaticus and exophthalmic goiter are frequently 
associated) but from any case of persistent thymus. The 
symptoms begin as soon as 24 hours after the implantation, 
and in four days are pronounced. The experiments were 
uniformly successful in a series of five days. A photo- 
graph of one of the animals demonstrates a pronounced. 
exophthalmos. 

The Importance of Pelvic Deposits in the Diagnosis of 
Abdominal Cancer. G. Grey TuRNER, Newcastle-on- 
Tyne. British Medical Journal, February 3, 1912. 

Turner calls attention to a frequently observed, but not 
generally recognized fact, that in some cases of cancer of 
the upper abdomen there are metastatic cancer deposits in 
the pouch of Douglas, which can be easily palpated by rec- 
tal examination. These deposits are demonstrable in 
many instances where the primary focus cannot be de- 
termined, and may be the first evidence of suspected intra- 
abdominal cancer. A rectal examination is therefore 
clearly indicated in all such cases, and even in cases 
where the primary growth is not demonstrable. If such 
pelvic deposits are found the case is manifestly inoperable. 
These deposits are particularly liable to occur in cases of 
gastric cancer and are frequently larger than the primary 
growth. 

[The clinical importance of these pelvic deposits was 
pointed out by Blumer, and they are often referred to 
as “Blumer’s Shelf.”] 

The Surgical Treatment of Sterility in Women. F. J. 
McCann. London. Lancet, January 27, 1912. i 

First of all, McCann emphasizes strongly the necessity 
of examining the male. In many instances of supposed 
sterility in the female, the husband is found to be impoten: 
or afflicted with azoospermia. McCann reports cases in 
which sterility was caused by salpingostomy. This is in- 
dicated in instances where the history and physical ex- 
amination lead to the belief that a previous pelvic periton- 
itis has caused obstruction of the fallopian tube. The 
author believes uterine displacements are not uncommonly 
the cause of sterility. Such cases should be operated upon 
and not treated with pessaries. McCann believes that 
curettage is a much abused operation for the cure of 
sterility. It is indicated only in so-called glandular hyper- 
trophic endometritis with menorrhagia: Incision of the 
cervix frequently cures sterility and is indicated in cases 
of pronounced stenosis. 4 
Indications for Decapsulation of the Kidney (Ueber 

Indikationen zur Decapsulation der Niere). Dr. 
LeHMANN. Berliner Kitnische Wochenschrift, Janu- 
ary 22, 1912. 6 

The Edebohls operation is based on false premises and 
has not been substantiated in practice. The author believes 
that on Edebohls’ indications the operation is unjustifiable. 
Decapsulation, however, is indicated in so-called nephral- 
gias and in augioneurotic renal hemorrhages. It is life- 
saving in most forms of pronounced oliguria and in anuria, 
especially in the uremia of chronic nephritis. In all these 
indications the operation works in the release of the cir- 
culatory tension of the kidney, thereby causing diuresis. 
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